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The Family Physician as a Public Health Agent 


M. K. WYLDER 
Albuquerque, N. M. 


UBLIC HEALTH is “the art and science of pre- 

venting disease, prolonging life and promoting 

physical and mental efficiency through organized 
community effort.” 

A community can through suitable expenditures 
buy a low death rate by investing in clean water 
and milk, by establishing diagnostic laboratories, 
by providing for the isolation and treatment of in- 
fected persons and by protecting infancy against 
early death. 

However, the delegation of authority to public 
officials or the provision for the care of children 
by employees of city or state governments can 
hardly be exvected to bring all of the benefits of 
medical science to every member of the community. 

The laity must know the potential resources for 
health in order to take an intelligent part in its 
acquisition and development. Knowledge of di- 
sease is essentially for the physician, because he 
alone is authorized to engage in and offer services 
for its diagnosis and treatment. 


Furthermore, the desire for health implies a will- 
ingness to share in efforts to obtain it and to par- 
ticipate in the creation of individual and common 
resources for its protection and advancement. For 
this end, the relevant facts of human life, the his- 
tory of preventable diseases, of remediable and 
preventable defects and of the causes of premature 
death and the record of progress for extension of 
the span of life must be widely understood among 
both the laity and the doctors. Education then is 
one of the most important functions of the health 
department. The work of Chadwick and Simon 
brought in the first phase of the modern public 
health movement. This consists of the disposal 
of waste, the supplying of pure water, and the 
elimination of conditions under which insect car- 
riers of disease breed. ; 


In other words, public health first concerned 


itself with the contro] of the environment. The 
utilization of such measures has led to remark- 
able achievements: in all parts of the world wher- 
ever the appropriate procedure has been applied, 
cholera, plague, yellow fever, malaria and typhoid 
fever have been brought under subjection. 

The second phase of the modern health move- 
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ment includes measures for the control of infec- 
tions transmitted from one person to another. 
Here the bacteriologist rather than the engineer 
has assumed leadership. The discoveries of Pas- 
teur and Koch in the field of bacteriology led to 
isolation and disinfection as measures for prevent- 
ing the spread of disease. Later the use of vaccine 
and anti-sera immunizations in the prevention and 
treatment of diseases came into use, but the prob- 
lem was and is yet to get people to take advantage 
of them. 


The problems of infant mortality, tuberculosis 
and syphilis and the various other diseases have 
led to the development of a third phase of public 
health—that of personal hygiene. In the preven- 
tion of tuberculosis and the diseases of infancy, 
environmental control and bacteriology have im- 
portant function, but satisfactory progress will not 
be made, under existing scientific knowledge, un- 
less the care of the body receives attention. Tuber- 
culous patients and those threatened with the 
disease must be taught the value of fresh air, rest 
and proper food. In the prevention of infant mor- 
tality, the mother must understand that her own 
health, together with pure milk and sufficient 
sleep for the baby are essential. 


The prevention of tuberculosis and infant mor- 
tality appears to be largely a problem of giving 
information and teaching adults and children 
proper habits of living. Personal hygiene, there- 
fore, is largely a matter of public health educa- 
tion—a new type of activity, which must be de- 
veloped along with personal hygiene. Without edu- 
cation, results from other measures will be greatly 
limited; but with the wide dissemination of knowl- 
edge regarding disease and its prevention, the 
health of the people may be immeasurably im- 
proved. 

During recent years the interest of public health 
officers has broadened and now they are beginning 
to concern themselves with the economic and soci- 
ological aspects of public health movement. The 
modern public health officer sees that poverty as 
well as ignorance is a contributing cause of infant 
mortality, that overwork and fatigue appear to en- 
hance susceptibility to infections. In addition, 
there are specific diseases affecting only the work- 
ers in certain industries. It is becoming increas- 
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ingly evident, that the public health officer must 
take into consideration the economic and social 
causes of disease and cooperate with those whose 
chief concern is the elimination of adverse social 
and economic conditions. 

In the early history of the United States prac- 
tically all public health work was done by prac- 
ticing physicians as part of their civic duty. The 
medical profession, individually and as an organ- 
ized body, was a potent factor for, in fact often the 
only instrumental agency in the community for 
the protection of the public health. 

Everyone familiar with the field of public health 
is now quite cognizant of the fact that public health 
administration, epidemiology, vital statistics, public 
health Jaboratory work, child hygiene activities, 
sanitary engineering, public health nursing, health 
education, industrial hygiene and the like are all 
special techniques that require special training and 
experience. 

Wherever direct service is rendered, however, as 
in the case in all local health departments, the 
resident practicing physician should play a part of 
the greatest importance. No health officer can 
carry on satisfactory work without the cooperation 
and the whole hearted support of the organized 
medical profession of his community. No physi- 
cian can practice modern medicine in an effective 
way without the aid of a well organized health 
department. The relationship between the health 
department and the medical profession and the 
general public should be one of mutual trust, con- 
fidence and respect. 

PUBLIC HEALTH PROGRESS 

We have come a long way from the health offi- 
cer who merely tacked up a card when a contagious 
disease was reported and then took it down when 
the case was to be released, as compared to the 
present day organization. But we still have a long 
way to go. Many new systems are being tried out, 
one of them is to establish many clinics. I ques- 
tion the wisdom of this. In the first place the 
health officers are trained in public health work 
and most of them have never practiced medicine. 
I think it a mistake for any man to take up Public 
Health work until he has practiced medicine for 
five years. He would then know the physician’s 
viewpoint and would also know much of. the view- 
point of the public towards both the practice of 
medicine and the health department. A relation- 
ship that has come down through the ages and has 
stood the test of time with satisfaction and mutual 
benefit to both the patient and the physician. Pa- 
tients who attend these clinics do not as a rule 
place much confidence in what they are told. Al- 
most daily I have mothers come to me and ask if 
what they have been told at the well baby clinic 
is the right thing to do. The same thing is true 
of the syphilis clinic. The average individual fol- 
lowing the custom of many centuries places more 
reliance on what he gets from his family doctor 
than from anyone else. Furthermore, the medical 
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profession in the most part feels that so many 
clinics encroach upon their work—and so they do. 
Many people who could afford to go to their family 
doctor will attend these clinics and in time it will 
encourage them to expect all medical service to 
be free of charge. In some places the Health De- 
partments have been so active in building up these 
clinics that a crevice has opened between the Health 
Department and the Medical Profession, and in 
some places this has widened almost to an abyss. 
Let us not permit this to happen in New Mexico. 


ROLE OF THE FAMILY PHYSICIAN 

I have studied with a great deal of interest the 
work of Dr. Henry Vaughn, Health Commissioner 
of Detroit and it seems to me that he is solving 
this problem. His slogan is “That every family 
doctor’s office shall be a center for preventative 
medicine.” He reports on his work in the American 
Journal of Public Health of June 1935 and Decem- 
ber 1936. He first requested that all doctors in 
Detroit who were willing to cooperate with the 
Health Department to register with him. 1100 of 
them did. His workers have a list of these doctors 
and when his doctors find a case needing medical 
care, they are sent to the doctor of their choice. 
All incipient cases of tuberculosis, all syphilis cases, 
all diphtheria immunization, smallpox vaccinations, 
pertussis and typhoid inoculations are sent to these 
cooperating doctors who have certain hours when 
they can care for these patients. The charge for 
immunizations is $1.00 for those who are able to 
pay, and the city pays 50c for those unable to pay. 
Dr. Vaughn has an assistant who acts as Medical 
Coordinator. He visits these doctors and finds 
whether they are competent or not and assists 
them in any way he can. Over 75 percent of the 
people sent in paid their own bills and only 25 per- 
cent were paid by the city. It is true the city could 
have done them for less than 50c each, but for that 
small amount of money could the city have ob- 
tained the services of 1100 physicians and made 
them both Public Health and Preventative Medi- 
cine conscious? Furthermore, in Detroit 60 per- 
cent of the pre-school children have received their 
diphtheria inoculations and the diphtheria death 
rate in 1934 was 6 in 100,000. With programs 
such as these, the parents come to realize that 
preventative medicine is a purchasable commodity. 


COMMENT 

We are not going to get the results we should 
until we enlist every agency and make use of every 
means at our command. The appraisal form of the 
committee on administrative practices in tubercu- 
losis case finding offers a perfect score if 20 percent 
of notifiable cases are incipient when first seen. 
Dr. Vaughn states that not over six of our major 
cities have reached that goal. Are we going to be 
satisfied when four out of five cases of tubercu- 
losis are advanced when they first come to our 
attention? We could never stop a typhoid epidemic 
if we knew only of the dying cases. 
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In general I believe that practically all treatment 
cases could be handled better in a doctor’s office. 
The physician’s office should be a lookout station. 
We need more constructive and mutual thought 
and cooperation. My plea is that every practicing 
physician should be 4 deputy health officer. 

The health department cannot attain its greatest 
usefulness without the aid of the medical pro- 
fession, neither can the medical profession achieve 
their highest ambitions without the aid of the 
health department. As the old prophet Isaiah 
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said, “Let us sit down and reason together.” Let 
us develop a spirit of mutual confidence and re- 
spect, and if we can do this we can do anything 
right here in New Mexico that can be done any- 
where else in the world. 

The good old Archbishop in St. Peters said, speak- 
ing to the Canons who were discussing building a 
wooden sidewalk around the cathedral, “Brethren 
if you but put your heads together, the thing is 
done.” 


221 W. Central Ave. 





Diaphragmatic Hernias of Various Types: Diagnosis and Surgical 
Treatment in 161 Cases* 


STUART W. HARRINGTON, M. D. 
Rochester Minnesota 


I appreciate the opportunity to present the sub- 

ject of the diagnosis and treatment of various 
types of diaphragmatic hernia before your Society. 
I have selected this subject because I believe it is 
of more general interest than is usually thought. 
It is of interest to the clinician because the diagno- 
sis is of first importance the symptoms are often 
complex, and because of the frequency with which 
the condition must be considered in differential 
diagnosis of upper abdominal and thoracic con- 
ditions. It is of interest to the roentgenologist, be- 
cause the roentgenologic recognition of this condi- 
tion is often the only means by which a definite 
diagnosis can be made clinically. The treatment of 
diaphragmatic hernia is of primary concern to the 
surgeon, for operative replacement of the herni- 
ated viscera, and repair of the abnormal opening 
in the diaphragm, is the only treatment that prom- 
ises complete relief of symptoms. 

Diaphragmatic hernia occurs more commonly 
than is generally thought as is shown by a review 
of the records of The Mayo Clinic. This revealed 
that, from 1908 to 1938, 467 cases of diaphragmatic 
hernia were recognized roentgenologically or at op- 
eration. Of. the 467 patients, 227 were males and 
240 females. The oldest patient was eighty-two 
years of age, the youngest seven months. The 
average age was 42.3 years and the average dura- 
tion of symptoms was 6.2 years. The first case of 
diaphragmatic hernia which was of the esophageal 
hiatus type was found at operation in 1908. The 
first diaphragmatic hernia recognized roentgeno- 
logically was in 1911, and this hernia was of the 
traumatic type. 


The more frequent recognition of diaphragmatic 
hernias in recent years is exemplified by the fact 
that a review of the cases from 1908 to 1926 shows 
that only thirty cases were diagnosed as such. Of 
these patients, fourteen were treated surgically, 
sixteen were not treated surgically. From 1926 to 
1938, however, 437 cases of diaphragmatic hernia 
were recognized, 161 of the patients being treated 
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surgically (table 1), 276 not being treated sur- 
gically. This marked improvement in methods of 
recognition is exemplified on reviewing the cases 
encountered in 1937. During this year alone, nine- 
ty-nine cases were recognized and thirty of these 
patients were treated by radical operation. This 
study therefore, shows that more than fourteen 
times as many cases were recognized in the last 
twelve years as in the previous eighteen years. I 
believe that the condition is even more common 
than the present records indicate, for I have ex- 
amined the diaphragm in the course of other ab- 
dominal operations and occasionally have found 
a@ small hernia that was not recognized clinically or 
roentgenologically before operation. 


The actual incidence of diaphragmatic hernia, 
however, is probably no greater now than it was 
twenty years ago; at that time the condition was 
thought to be uncommon, and its recognition dur- 
ing life was rare. More frequent recognition of the 
condition in the last two decades has been attrib- 
utable primarily to development of roentgenologic 
methods of diagnosis. The clinical study of proved 
cases has established a fairly definite symptomatol- 
ogy which has enabled the clinician to diagnose 
the condition or to suspect the presence of a her- 
nia and to have a special roentgenologic examina- 
tion made. I do not believe that the entire credit 
for the present, more frequent recognition of this 
condition is due the roentgenologist, but that he 
must share this credit with the clinician. A great- 
er proportion of the responsibility for the establish- 
ment of the correct diagnosis must rest on the clin- 
ician, for he is first to come in contact with the 
patient, and the subsequent course of the examina- 
tion and treatment depend on his interpretation of 
symptoms. 

Recognition of a diaphragmatic hernia clinically 
is often difficult because of the complex symptoms, 
which often simulate those of other organic dis- 
ease of the abdomen and thorax. This, I believe, is 
one of the most important clinical considerations 
of diaphragmatic hernia. It is particularly so when 
the physician encounters those types of hernia 
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which are progressive, and the symptoms of which 
vary, depending on the degree and type of hernia- 
tion, so that several clinical diagnoses can be made 
in the same case because of the changing symp- 
tomatology. The condition may be termed the 
“masquerader of the upper abdomen” because the 
symptoms so frequently simulate those of other 
disease. In a study of this series of 161 cases in 
which patients were treated surgically at the clinic 
from 1926 to 1938, it was found that an average of 
three previous erroneous clinical diagnoses had 
been made before the correct diagnosis was estab- 
lished. The most common erroneous diagnoses, in 
order of frequency, were cholecystitis, cholelithia- 
sis, gastric ulcer, duodenal ulcer, hyperacidity, sec- 
ondary anemia, cardiac disease, cancer of the car- 
dia, stricture of the esophagus, appendicitis, and 
intestinal obstruction. This was of particular sur- 
gical significance because, in twenty-one of these 
cases, the patients had been operated on previous- 
ly for other conditions, without complete relief of 
symptoms, and were completely relieved following 
repair of the hernia. Of these twenty-one patients, 
eleven had undergone cholecystectomy previously; 
four, cholecystostomy; three, appendicectomy; two, 
pyloroplasty, and one, gastro-enterostomy. Five of 
these patients, two who had duodenal ulcer and 
three who had gallstones, were partially relieved 
of symptoms but continued to have distress from 
an unrecognized esophageal hiatus hernia. This 
again emphasizes the importance of exploring the 
diaphragm in the course of all upper abdominal 
operations, particularly when the clinical syndrome 
has not been typical or the operative findings else- 
where than about the diaphragm do not adequate- 
ly explain the patient’s symptoms. 
SURGICAL TREATMENT 

The only treatment of diaphragmatic hernia 
which will prevent the occurrence of serious com- 
plications and assure relief of symptoms is the op- 
erative replacement of the herniated abdominal 
viscera and the repair of the abnormal opening in 
the diaphragm. 

The methods and technic of the surgical proce- 
dures utilized in surgical treatment depend on the 
type, situation, and size of the defect in the struc- 
ture of the diaphragmatic muscle, the kind and 
amount of abdominal viscera involved in the her- 
nia, and whether or not the viscera are enclosed in 
the hernial sac. I shall first present the general 
surgical methods and then give the special tech- 
nical considerations which are required in some 
types of hernia. 

Conservative treatment may be considered in 
selected cases of esophageal hiatus hernia when 
only a small portion of the cardiac end of the 
stomach is involved in the hernia and then only 
when the symptoms are mild. If symptoms become 
progressively more severe, the possibility of serious 
complications is great, and I believe that treatment 
in all such cases should be surgical, unless radical 
operation is contraindicated because of the patient’s 
general condition. Operation should be performed 
before severe incarceration, with consequent ob- 
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struction and traumatic lesions of the stomach 
have occurred. The operative risk is increased by 
gastric retention, and the technical difficulties are 
enhanced by fixation of the stomach to the dia- 
phragm and to the hernial sac within the thorax. 

All cases in which the colon or small bowel is in- 
volved in the hernia demand early operation be- 
cause of the danger of intestinal obstruction. How- 
ever, these cases are usually traumatic in origin 
and it is best not to operate until the acute symp- 
toms caused by the primary injury have subsided, 
if the patient’s condition will permit. 

RADICAL SURGICAL REPAIR 

Anesthesia. I prefer cyclopropane as the anes- 
thetic agent, and the method of administration de- 
pends on the type of hernia which is present. In 
all cases in which there is no hernial sac and in 
which there is a direct communication between 
the abdominal and thoracic cavities, I prefer in- 
tratracheal administration of the anesthetic agent 
by means of a positive pressure machine. In cases 
in which there is a hernial sac, as in the esopha- 
geal hiatus type of hernia, the anesthetic agent can 
be administered by the closed-mask method. 

General technical considerations. I have used 
both the abdominal and the thoracic approach in 
reduction and repair of these hernias. In two cases 
in which the thoracic approach was used it was 
necessary to resort to a combined thoracic and 
abdominal procedure in order to free the adherent 
abdominal viscera from the abdominal side of the 
diaphragm, if repair was to be accomplished with- 
out injury to abdominal viscera. In one of these 
cases postoperative empyema developed, necessi- 
tating drainage and resection of a rib before ulti- 
mate recovery could take place. 

In the treatment of all hernias through the left 
hemidiaphragm, I prefer the abdominal approach 
through an oblique left rectus incision, starting at 
the ensiform cartilage and extending to the outer 
border of the rectus muscle. I believe there is less 
risk of thoracic complications when this approach 
is used. It is of particular advantage in cases of 
esophageal hernia, for the herniated stomach is 
usually confined in a sac in the posterior mediasti- 
num and does not enter the true pleural cavity. 

In hernias through the right hemidiaphragm, I 
prefer the thoracic approach because the large, 
right lobe of the liver makes the abnormal opening 
in the diaphragm inaccessible from the abdominal 
approach. 

The technical difficulties of adequate exposure 
of the hernial openings through the left hemidia- 
phragm and the esophageal hiatus are often con- 
siderable because of fixation of the left lobe of the 
liver to the leaf of the diaphragm. The exposure 
of these hernial openings is greatly facilitated by 
cutting the suspensory ligament and retracting the 
left lobe of the liver to the right. This can be ac- 
complished, when the left lobe is small, by folding 
it on itself, and when it is large, by retracting it 
forward into the wound. The spleen is often very 
adherent to the posterior part of the diaphragm 
and hernial openings but usually can be separated 
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from these structures by blunt dissection. It is re- 
tracted posteriorly by a properly constructed re- 
tractor. In some instances the spleen may be so 
traumatized by separating it from the hernial open- 
ing in the thoracic portion of the diaphragm that 
it is advisable to remove it. This occurred in three 
cases of this series. 

Hernia through the esophageal hiatus. Hernias 
through the esophagus hiatus have a hernial sac. 
The attachment of the sac to the stomach must be 
separated and the sac either completely removed 
or permitted to retract into the posterior mediasti- 
num. I believe that this is one of the most im- 
portant technical ocnsiderations in the surgical 
treatment of these hernias. 


After the sac has been removed, the enlarged 
esophageal hiatus is repaired by overlapping the 
margins of the opening. Closure is usually made to 
the left of the esophagus, but in some cases it is 
necessary to close, partially, both to the right and 
left of the esophagus. In a few instances the enlarge- 
ment of the esophageal opening is posterior, ex- 
tending to the spinal column and requiring the 
overlapping of the margins posterior to the esopha- 
gus. In such cases, the condition is often thought 
to be a herniation through the aortic opening, but 
usually extending over the aorta there is an im- 
perfectly developed fibrous band which is the mar- 
gin of the defective esophageal hiatus. The closure 
is usually made with living sutures of fascia lata 
which are removed from the thigh. The overlapped 
margins of the hernial opening are first stabilized 
with interrupted linen sutures. The fascia lata is 
then woven into the tissues by continuous suture 
and fixed in the tissues with interrupted linen su- 
tures. 

Before closure of the defective esophageal hiatus 
is completed around the lower part of the esopha- 
gus, it is important that a stomach tube of large 
caliber be placed through the esophagus into the 
stomach to aid in the reconstruction of the nor- 
mal esophageal opening and to prevent constric- 
tion of the esophagus by a tight closure. A small 
portion of the esophageal wall is incorporated in 
the innermost margin of the closure by a suture of 
chromic catgut. 

Not uncommonly in these cases there is an as- 
sociated traumatic erosion in the herniated por- 
tion of the stomach, along the lesser curvature, 
close to the cardia, and this erosion is often ad- 
herent to the margins of the hernial opening. 
Great care should be used in replacing the stom- 
ach in the abdomen and in removing the sac from 
the stomach because of the danger of perforating 
this thinned-out portion. In cases in which the 
ulcerated portion is penetrated, it should be re- 
paired immediately with continuous catgut and 
linen sutures. Perforation occurred in two cases of 
this series, and the perforated portion was im- 
mediately repaired and the patients had an un- 
eventful convalescence. 

The abdomen should always be thoroughly ex- 
plored for any other lesion, particularly of the 
stomach or gallbladder. In some cases it may be 








SOUTHWESTERN MEDICINE 5 


necessary to operate on other associated lesions, as 
occurred in two of my cases. In one of these cases 
it was necessary to perform gastric resection be- 


_ cause of a perforating ulcer high on the lesser cur- 


vature, which was probably secondary to a trau- 
matic erosion; in the second case the patient had 
a large, obstructing duodenal ulcer for which it 
was necessary to perform gastro-enterostomy. I do 
not believe it advisable to carry out any additional 
surgical procedure at the time of repairing the 
hernia unless it is imperative, but it is well to 
know if the patient has gallstones or any other le- 
sion in the upper part of the abdomen which 
might account for subsequent symptoms. 

Congenital and traumatic hernias. In treatment 
of congenital and traumatic hernias through the 
left hemidiaphragm the abdominal approach pre- 
viously described is used. There is rarely, if ever, 
a hernial sac and the abdominal viscera are in 
direct contact with the thoracic viscera. In trau- 
matic cases of long standing the abdominal viscera 
may extend to the apex of the thoracic cavity, and 
they are usually very adherent to both the ab- 
dominal and thoracic sides of the diaphragm and 
to the structures within the thorax. The adhesions 
to the margins of the opening and to the under 
surface of the diaphragm are often very marked 
and are separated first. The adhesions to the 
structures within the thoracic cavity are separated 
from below upward by approaching them through 
the hernial opening. By the abdominal approach 
this can be accomplished with little danger of in- 
jury to the abdominal or thoracic viscera, because 
the definite relationship of the herniated struc- 
tures can be established. In many instances it is 
necessary to ligate, or otherwise to prevent bleed- 
ing from bands of adhesions high in the pleural 
cavity. This can be accomplished with the high- 
frequency coagulation cautery when it is difficult 
to tie with a ligature. 

In cases in which there has been considerable 
loss of structure, or in cases in which the muscle 
has been torn from its attachment to the thoracic 
wall, the defect in the diaphragm should be re- 
paired by fascia lata stabilized with linen sutures. 
I believe this to be the most satisfactory type of 
closure in all of these cases. When possible, it is 
advisable to obtain an overlapping closure of the 
margins of the opening for from 2 to 3 cm. 

In all of these cases in which there has been a 
direct communication between the abdominal and 
thoracic cavities, every effort should be made to 
reestablish the negative pressure within the pleu- 
ral cavity, by removing the air and expanding the 
lung before the opening in the diaphragm is closed 
completely. In some instances this cannot be ac- 
complished until after the rent in the diaphragm 
has been closed. In some cases pneumothorax may 
be sufficient to push the mediastinum and heart to 
the opposite side and cause marked embarrassment 
of respiration and circulation. In these cases it is 
imperative that the mediastinum be stabilized in 
the midline immediately by aspirating the air from 
the pleural cavity, with a needle, until the pressure 
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is negative. In cases of congenital hernia in which 
the lung has been collapsed from birth, I do not 
think it is advisable to attempt forceful rapid ex- 
pansion of the lung, as this may lead to hyperven- 
tilation as a result of forcing a large amount of the 
lung, which had never before been active, into 
function. These patients are best treated by as- 
pirating the air from the pleural cavity and allow- 
ing the lung to expand gradually over a period of 
time. I think it advisable to take a roentgenogram 
on the operating table before the patient leaves 
the operating room, so as to determine the amount 
of pulmonary expansion. 

Before closing the abdomen, the herniated viscera 
should be thoroughly explored to be certain that 
there has been no injury to a viscus or that there 
are no bands of adhesions which will interfere with 
the function of the abdominal viscera. In cases in 
which there has been considerable obstruction of 
the large bowel it may be necessary to perform ap- 
pendicostomy or colostomy at the time of operation. 


POSTOPERATIVE MANAGEMENT 

All patients are placed in an oxygen cabinet or 
in an oxygen chamber immediatetly after the op- 
eration, and most patients are given fluids intrave- 
nously for the first two or three days. In all cases 
in which dilatation of the stomach was present at 
the. time of operation intermittent or continuous 
gastric lavage is employed to keep the stomach 
empty for the first three to five days after opera- 
tion. In many cases there is considerable shock 
during or immediately following the operation. If 
the blood pressure falls to less than 80 mm. of mer- 


cury, the patient should be given a transfusion of © 


blood or of a solution of acacia intravenously. This 
is also advisable in all cases in which the hernia 
is associated with marked secondary anemia. The 
blood of every patient is grouped for transfusion 
before operation. In cases in which there has been 
herniation into the thoracic cavity of a large por- 
tion of the abdominal viscera over a long period 
of time, the replacement of these viscera in the 
abdomen causes a marked increase in the intra- 
abdominal pressure, which may lead to partial or 
complete obstruction. In cases of partial obstruc- 
tion, the condition may be relieved by conservative 
measures, but in cases of complete obstruction, it 
may be necessary to perform enterostomy in order 
to reduce the intra-abdominal pressure and to re- 
lieve the obstruction, 

In all cases in which the herniated viscera are 
removed from the pleural cavity, and in most cases 
in which the herniated viscera are removed from 
the posterior mediastinum, as in hernia through 
the esophageal hiatus, there is traumatic effusion 
in the pleural cavity. The treatment of this effu- 
sion depends on the amount of respiratory embar- 


rassment associated with it. In most instances the . 


effusion is slight; it will gradually become absorb- 
ed and special treatment is not required. In cases 
in which the effusion progresses to produce res- 
piratory embarrassment, pleurocentesis, one or 
more times, is required. In some cases empyema 
may develop, requiring intercostal drainage, and 
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possibly later rib resection. In my experience em- 
pyema has never occurred in cases in which the 
hernia -was repaired by the abdominal approach. 

In some cases atelectasis may be caused by mucus 
in a bronchus. In most of such cases the condition 
will respond to conservative treatment. It may 
sometimes be necessary to remove the mucus by 
bronchoscopic aspiration. 


OPERATIVE PROCEDURES EMPLOYED AND 
RESULTS IN 161 CASES 

The operative procedures employed in the 161 
cases in this series were as follows: In 140 cases 
the patients were treated by radical operation. The 
herniated abdominal viscera were replaced in the 
abdomen and the abnormal opening in the dia- 
phragm was repaired. Of these 140 diaphragmatic 
hernias, 102 were of the esophageal hiatus type, 
thirty were traumatic, four were of the hiatus 
pleuro-peritonealis type, two were hernias through 
the foramen of Morgagni, and two were hernias 
through the left hemidiaphragm as a result of con- 
genital absence of a portion of the diaphragm. In 
eighty-seven of these cases the diaphragm was 
either temporarily or permanently paralyzed pre- 
liminary to operative repair of the hernia. In two 
cases it was necessary to perform extrapleural thor- 
acoplasty in addition to interruption of the phrenic 
nerve as a preliminary procedure to repair of the 
hernia. In 138 cases the abdominal approach was 
employed to repair the hernia; in the remaining 
two cases a combined thoracic and abdominal ap- 
proach was employed. In eight cases it was neces- 
sary to perform other operative procedures at the 
time of repair of the hernia. In one case gastric 
resection (Polya type) was done for gastric ulcer 
at the lesser curvature of the stomach. In three 
cases posterior gastro-enterostomy was performed, 
in one case for high gastric ulcer involving the 
lower end of the esophagus and in two cases for 
a large duodenal ulcer causing almost complete ob- 
struction of the pyloric end of the stomach. In 
three cases splenectomy was performed. In these 
cases the spleen was firmly adherent to the mar- 
gins of the opening and to the thoracic diaphragm. 
Trauma associated with their removal from the 
hernial orifice and diaphragm necessitated their 
removal. One of the spleens that was removed 
was tuberculous. In one case, appendicostomy was 
performed at the time of operation because of ob- 
struction and marked dilatation of the colon. In 
five cases moderate shortening of the esophagus 
was associated with the hernia. In four of these 
cases the diaphragm could be sutured entirely above 
the stomach after the diaphragmatic muscle had 
been paralyzed by phrenicotomy. In the fifth case 
@ small portion of the cardia was incorporated in 
the closure of the hernial sac. 

Twenty-one patients with esophageal hiatus 
types of hernia were treated conservatively. In 
these cases interruption of the left phrenic nerve 
was done as a palliative or therapeutic measure: 
in seven of these cases, it was the only procedure 
contemplated, as radical operation was contrain- 
dicated, and in the remaining fourteen cases the 
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procedure was in the nature of a therapeutic test. 
It may be necessary to perform radical repair of 
the hernia in some of these cases later to obtain 
complete relief of symptoms. 

There were nine deaths following operation: six 
deaths occurred in cases of esophageal hiatus her- 
nia, two in cases of traumatic hernia and one in a 
case of hernia through the pleuroperitoneal hiatus. 
Eight of the deaths were due to pulmonary conges- 
tion or pneumonia with respiratory and cardiac 
failure; one of these patients had cardiac disease 
and one cardiorenal disease prior to operation and 
one death was due to cerebral embolism. 

I have recently reviewed the results obtained for 
the 152 patients who recovered from operation. 
Twenty-one of these patients were treated by in- 
terruption of the phrenic nerve, 131 underwent rad- 
ical repair of the hernia. Of the twenty-one pa- 
tients, all with the esophageal hiatus type of her- 
nia, eleven were markedly relieved of symptoms, 
five were partially relieved of symptoms, and five 
obtained no benefit from the procedure. The lat- 
ter two groups consisted of patients with indefinite 
symptoms or fairly large hernias in which radical 
operation was contraindicated at the time of ex- 
amination. Some of these patients will require re- 
pair of hernia before relief of symptoms is obtained. 
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Of the 131 patients who recovered from radical re- 
pair of the hernia, four have developed a small re- 
currence, all of the esophageal hiatus type. These 
recurrences occurred from three months to five 
years after operation. In two cases the re- 
currences followed an influenzal type of pneu- 
monia which was accompanied by severe attacks 
of coughing. In the other two cases no definite 
cause for the recurrence could be ascertained. 
These patients had gained considerable weight, 
which was probably a factor in the recurrence. In 
three cases the symptoms were mild and were re- 
lieved somewhat by conservative treatment. In the 
fourth case the symptoms have remained moder- 
ately severe and surgical repair will be required to 
relieve them. In 127 cases in which the hernia was 
repaired by operation there has been no recurrence 
of the hernia and the patients have been complete- 
ly relieved of their symptoms. All patients have 
been examined roentgenologically every six months 
to a year after operation. 


As noted previously in this paper, twenty-one of 
these patients had prior operations for the same 
complaint without relief of symptoms, but were 
completely relieved following repair of the hernia. 





Mayo Clinic. 


DATA CONCERNING SITUATION, ETIOLOGY, AND.CONTENT OF HERNIA 
































Site_of _o Cases Etiology __ Content _of hernia Cases 
Eso eal hiatus 113 ||Congenital: 113 Stomach (omentum) 108 
(history of Stomach and colon 5 
trauma, 12) 
Short esophagus type 10 ||Congenital 10 ||\Stomach only 10 
Hiatus pleuro- Colon and small bowel 3 
peritonealis 4 \|\Congenital 4 |i\Colon, small bowel, stomach and spleen 1 
Absence posterior |Stomach, colon, small bowel 
fourth of left 2 ||Congenital 2 and spleen 2 
hemidiaphragm 
Foramen Morgagni 2 ||Congenital 2 Colon and omentum 2 
(substernal) 
Stomach only 5 
Trauma: \Stomach and colon 9 
(indirect Stomach, colon and small bowel a 
injury, 20) Stomach colon and spleen 2 
Left hemidiaphragm 29 (direct 29 ||Stomach, colon, spleen and small bowel 6 
injury, 5) Stomach, colon, small bowel and liver 2 
ry Stomach, colon, small bowel, spleen 
necrosis, 4) and liver 1 
Stomach, duodenum, colon, small bowel, 
Right hemidiaphragm 1 ||Trauma: 1 liver, (gallbladder), and head of 
(indirect. pancreas 1 
ee injury) 
— Totals— 161 161 ii 161 




















Differential Diagnosis of Low Back Pain 


A. STEINDLER, M. D. 
Iowa City, Iowa 


HE essential features of low back pain are: 
1. The local pain. 
2. The radiating pain. 
3. The posture, attitude, limitation of back 
motion. 
Read before the South Western Medical Association, Phoenix, 


Ariz., November 18, 1937. 
Professor Orthopedic Surgery, State University of Iowa. 


The posture on one hand and the local pain and 
the radiation on the other, are interrelated; the 
posture (limitation of motion) is a protective meas- 
ure; when the pain disappears the malposture and 
the limitation of motion disappear. 

Is the local pain and the radiating pain interde- 
pendent or do they have separate causes? 
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The question is that of allocating the source of 
local and radiating pain. 

1. Can both be of intraspinous origin? (tumor, 
herniation of disc, etc.) Anatomy of intraspinous 
structure. 

2. Can both be of radicular origin (arthritis, 
double radiation)? Anatomy of nerve roots. Here 
we must make a sharp distinction between radiat- 
ing pain from a nerve trunk and local pain from 
injured soft tissue; the latter is definitely circum- 
scribed to a small area of pain on pressure (trigger 
point), while the radiating pain is not circumscrib- 
ed and does not show a trigger point. In arthritis 
of the intervertebral joints, pressure may be ex- 
erted upon the common trunk of the spinal nerves 
and radiation may therefore occur both into the 
anterior division, as sciatic radiation, and in the 
posterior division, as backache. But the latter is 
diffuse, not localized, and has no trigger point. 

3. Is it likely that the radiation has its origin 
at the roots and the local pain independently in 
the soft tissues of the back (dual cause)? In the 
ordinary backache caused by mechanical factors, 
such as sprain, exertion, twists, etc., which strain 
the muscles, over-distend fascial and aponeurotic 
structures, impinge ligaments, etc., one should ex- 
pect that the cause of pain lies in the injured tis- 
sues. All these tissues receive their sensory nerve 
supply from the primary posterior division of the 
spinal nerves. 


Yet we are confronted with the radiating pain in 
the territories of the sciatic nerve. Because of this 
fact, authors and investigators have persistently 
looked for local causes for radiation: smallness of 
the intervertebral foramen, impingement of nerve 
roots by arthritic spurs, stretching and impinge- 
ment by the fifth lumbar transverse process, intra- 
articular bands and adhesions. This would force us 
to assume a dual cause, one which is operative at 
the sensory nerve endings of the musculo-aponeu- 
rotic structures of the back, the other operative at 
the nerve roots; one in the territory of the pos- 
terior division, the other in that of the anterior. 
The former is proven by the presence of circum- 
scribed trigger points; the latter, however, is en- 
tirely presumptive. 

4. Can both local and radiated pain be of peri- 
pheral origin, i.e., originate in the soft structures 
of the back and cause radiation as a reflex symp- 
tom? 


Now we find ourselves compelled to look to the 
pain phenomena arising locally in the soft struc- 
tures, all supplied by the posterior division of the 
spinal nerves. The most striking sign of these in- 
juries is the trigger point; but it is not the only 
one. The deeper structures are not immediately ac- 
cessible to the palpating finger. It is here where 
the leg signs come into use. They transmit pain to 
the deeper structures of the back, namely, to the 
deep sacroiliac ligament, the iliolumbar ligaments, 
the sacrotuberous and sacrospinous ligaments, and 
also to the capsular structures of the sacrolumbar 
articulation and to a transverso-sacral articulation 
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if such be present in a case of sacralization of the 
fifth lumbar transverse process. 

Now we must again look into the relation be- 
tween the local back pain and the radiation. Un- 
less we assume a dual cause for these we must ad- 
mit that they are interdependent. Which is the 
cause and which is the effect? Since we cannot 
assume that any radiating pain could cause a lo- 
calized pressure pain in an entirely different ter- 
ritory, there is no other way but to assume that 
the localized pain is the cause and the radiation 
the effect. Are there any analogies in the body 
where localized injuries or disease cause radiation 
in different territories? Yes, the tennis elbow is a 
small localized lesion at the origin of the extensor 
carpi radialis longior and brevior; it causes radia- 
tion all up and down the arm and forearm; in sub- 
deltoid bursitis pain radiates all along the upper 
arm and the neck; etc. 

So far we have used inductive reasoning, an- 
atomy, analogies and logic; now for the definite 
experimental proof that the localized pain in the 
injured structures of the back coming from the 
nerve ending of the posterior primary division of 
spinal nerves, can and in a considerable number of 
cases does cause radiating pain in anterior division 
territories, by way of reflex. 

This has been the subject of our recent investi- 
gations on some 450 cases of low back pain. The 
procedure is simple: We reasoned first that if we 
could find a trigger point, irritation of this point 
by inserted needle would aggravate the local pain; 
second, that if there was any connection between 
the local pain and the radiations, the latter would 
likewise have to be aggravated; third, if we inject- 
ed a few cc. of a 1% procaine solution, the trigger 
pain would have to disappear; fourth, if this 
causal connection were real, the radiating pain 
would have to disappear with the disappearance of 
the trigger point pain; and fifth, with the disap- 
pearance of both pains, the leg signs also would 
have to disappear. 

When all five requirements were met, we consid- 
ered that the case reacted positive to the test and 
that the radiation was a reflex phenomenon elicit- 
ed by the local lesion. 

For this series only those cases were used which 
were seen in that fifteen months when the study 
began: 451 cases; excluding 142 arthritic or com- 
bined anterior and posterior division cases, we 
found deep ligamentous injuries in 114, myofas- 
ciitis in 104 (Albee), total 218; further eliminating 
cases in which there was no primary definite lo- 
calization, for instance, postural cases, there re- 
mained 145 or about 30 per cent, which definitely 
showed the posterior division syndrome and in 
which we suspected that the radiation was a reflex 
and not a root compression phenomenon. 

The positive responses, arranged according to 
primary sources of pain (pressure point) were as 
follows: 


Posterior superior spine, lateral................ 47 


714% 
Posterior superior spine, medial................ 17 60% 
Lumbo-sacral junction ................................ 8 61% 
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Transverso-sacral articulation -................. 7 81% 
Supra- and interspinous ligaments.......... 13 93% 
Tammbo-dormal Seecia: .................................... 8 90% 


Or, 100 out of 145 cases, average 70%, gave a 
positive response 

This represents a minimum percentage. It is 
likely that some cases were missed because the in- 
volved area was not closely enough identified by 
the inserted needle. Sometimes a good deal of test- 
ing is needed before the exact point reveals itself 
by definite pain and aggravation of the radiation. 

Although the question of treatment is beside the 
scope of this paper, we believe that by the estab- 
lishment of a definite posterior division syndrome 
in low back pain certain therapeutic inferences 
may be drawn. 

1. First it may be expected that the strains of 
the muscular aponeurotic structures would yield 
to conservative treatment of immobilization and 
physical therapy in similar manner as strain of 
these structures will do in other locations of the 
body. Of the 142 posterior division cases, 103 were 
treated satisfactorily by conservative methods. This 
is more than the number of positive responses, 
which shows that in some cases positive responses 
should have been obtained but were missed be- 
cause of insufficient novocaine technique. 

2. Of the remaining 39 cases which did not 
yield to conservative treatment, 9 cases of coc- 
cygodynia with low back pain are eliminated, leav- 
ing 30 cases of low back pain relegated to surgery. 

The reasons why they did not yield to immobili- 
zation were threefold: 

1. Persistence of aponeurotic tension. Here be- 
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long 10 cases of Ober’s operation: 60% cures, 20% 
improvement. Three cases of stripping of posterior 
superior iliac spine: 100% cures. 

2. Pinching or impingement of soft structures. 
Five cases of interspinous ligament impingement, 
with resection of spinous processes: 80% cures, 20% 
improvement. 

3. Inability to immobilize. Palliative operation 
of internal fixation. Six cases of sacro-iliac and 
sacro-lumbar fusion: 67% cures, 33% improvement. 


COMMENT 

We believe that the allocation of the source of 
pain in low back disorders offers a distinct ad- 
vantage for the management of such cases; this 
allocation is thoroughly feasible in the large con- 
tingent of cases in which the trouble involves struc- 
tures supplied by the posterior division of spinal 
nerves, because the seat of pain is either acces- 
sible to the palpating finger or reveals itself by 
transmission through the leg test, or both. We have 
attempted to show by the novocaine test that both 
local pain and radiation are in causal connection 
and that radiation may be elicited by a local pain 
area as reflex symptoms without being caused by 
root compression. This does not by any means re- 
ject true root compression neuralgias as they occur 
in arthritis or in special pathological conditions of 
the lumbo-sacral level. We merely furnished proof 
that in the large group of posterior division syn- 
drome such radiation is a reflex phenomenon, be- 
cause it can be suppressed together with the local 
pain by the injection of novocaine. 





State University of Iowa. 





X-ray in the Diagnosis of Early Pulmonary Tuberculosis 


RALPH E. PORTER, M. D. 
Fort Stanton, New Merico 


HYSICIANS for so long a period of time have 
accepted the fact that early diagnosis is the 
foundation on which the prevention and treatment 
of pulmonary tuberculosis rest that a reiteration of 
the statement is commonplace. Nevertheless the 
obvious fact that usually early diagnosis is not 
made is a tragedy that is seen daily by the phthis- 
iologist. It is easy for the physician to excuse him- 
self with the idea that the patient carries the 
blame in not presenting himself for examination 
in the early stages of the infection. The physician 
daily seeing patients with tuberculosis, taking their 
histories, and examining them knows that such an 
attitude in the medical profession is an attempt to 
shift a part of the responsibility. This may excuse 
some physicians in their own minds but cannot 
vindicate them when actual facts are faced. 

The writer’s experience has been that the too 
usual history is: The patient became aware that 
he was below his usual standard in health or en- 
durance, he went to a physician who examined 


Medical Officer in charge U. S. Marine Hospital. 





him, assured him that there was nothing wrong 
except overwork, or run-down condition, or some 
specific irregularity in habits. The patient was 
then given a tonic and advice. Either or both may 
have been beneficial] or at least harmless. The 
assurance, however, may have been a major tragedy 
in the patient’s life in that it prevented him from 
persisting in searching for relief until a proper 
diagnosis was made. This is a moral and social re- 
sponsibility which the physician cannot escape. 


An experienced phthisiologist may examine a 
chest by inspection, palpation, percussion and aus- 
cultation, and find no pathological condition, when 
in reality there is a considerable area of active 
tuberculosis. Since those who specialize in the 
diagnosis of pulmonary tuberculosis state definitely 
that they do not find activity in a substantial num- 
ber of those who have activity, obviously it is cul- 
pable egotism for the general practitioner to make 
a similar examination and assume the patient that 
he has no pulmonary involvement. 


X-ray examination is indispensable in the early 
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diagnosis of pulmonary tuberculosis. A well made 
X-ray film will show abnormalities in most lungs 
if there is activity. A single well made film will 
give more information than a physical examina- 
tion limited to palpation, percussion and auscula- 
tion made by one skilled in diagnosis of diseases of 
the chest. Sampson and Brown (1) state that, 
“Among 1337 consecutive cases at the Trudeau 
Sanatorium the physical signs in 32 patients were 
either absent or so slight that the diagnosis was 
established entirely or in large part from the study 
of the films.” Webb (2) has said succinctly, that 
“Roentgenological examination is the only method 
available for detecting early. tuberculosis.” 

In diagnosis Standards, edited by the National 
Tuberculosis Associaiton (3) the following state- 
ment is made: “Radiological findings: Definite 
parenchymal changes are seen in nearly all in- 
stances of pulmonary tuberculosis. Absence of such 
changes demand other proof of the existence of the 
disease.” 

“Physical findings: Pulmonary tuberculosis may 
exist without the occurrence of demonstrable :phys- 
ical signs. Absence of physical signs does not mean, 
therefore, absence of pulmonary tuberculosis.” 

In October, 1927, the Metropolitan Life Insur- 
ance Company (4) attempted to rule out manifest 
pulmonary tuberculosis in new employees by in- 
cluding in all pre-employment examinations a flu- 
roscope examination followed by X-ray when in- 
dicated. Beginning in March 1928 the same method 
was added to the annual examination of all em- 
ployees in an effort to detect pulmonary tubercu- 
losis even in the absence of physical signs and 
symptoms. This intensive survey resulted in the 
discovery of a comparatively large number of cases. 
The continuation of this method has brought about 
a definite decrease in the tuberculosis morbidity 
rate, from 132 per 10,000 in 1928 to 43 in 1932. An 
even more interesting result has been the shift in 
the proportion of active cases diagnosed in the 
minimal and advanced stages. By 1932 the per- 
centage of cases in the minimal stage had in- 
creased from 47 percent in 1928 to 176 percent, 
while the cases in the advanced stage had dropped 
from 53 percent to 24 percent. This shift has been 
further emphasized by the type of cases admitted 
to the sanatorium. At present many of the cases 
admitted have only X-ray findings with no other 
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symptoms and signs. Major Brooksher (5) stated 
that the value of roentgenologica] examination in 
pulmonary tuberculosis is generally accepted and 
the fact that no other known method will give so 
nearly an accurate index during life of the path- 
ological process within the lung is also generally 
conceded. Sampson and Brown (6), after a study 
of 4,000 cases at the Trudeau Sanatorium, state 
that they think they might be able to defend the 
thesis that any patient who presented only peri- 
trunchial changes, or indeed no change, upon roent- 
genogram at the age of twenty-five years has very 
slight chance of developing active pulmonary tuber- 
culosis later in life. The routine examination of 
large numbers of school children leads them to be- 
lieve that definite roentgenological evidence of pul- 
monary tuberculosis exists in many cases for years 
before symptoms arise that focus the attention on 
the lungs; the symptoms, as is well known, often 
precede the appearance of physical signs. Definite 
changes characteristic of tuberculosis occur in the 
film long before definite evidence of abnormal 
physical signs can be detected. 

If the internist has any reason to suspect chest 
pathology, X-ray of the part is as definitely indi- 
cated as X-ray of a limb in which the orthopedic 
surgeon suspects a fracture. The internist who 
neglects to take an X-ray is more likely to miss 
a pathological condition that will cause irreparable 
damage to the patient than the orthopedic sur- 
geon. The public demands that the physician ex- 
amining a possible fracture have an X-ray of the 
part. If the suspected part is the chest, the phy- 
sician should not hide behind the lack of informa- 
tion of the public but should acknowledge the lim- 
itations of the stethoscope and avail himself of the 
far more accurate examination by X-ray. 
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Early Diagnosis and Radical Treatment of Gastric Carcinoma 


E. PAYNE PALMER, M. D. 
Phoeniz, Arizona 


INCE their first appearance the published re- 
ports of the Bureau of Census have shown that 
cancer of the stomach is causing more deaths in the 
United States each successive year. In the Vital 
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ical Conference, Sage Memorial Hospital. 


Ganado, Arizona. 


Statistics Special Reports issued April 5, 1938, the 
number of deaths from cancer of the stomach and 
duodenum in 1936 is recorded at 27,241. Of this 
number 16,210 were males, and 11,031 were females. 
The stomach is the commonest site for cancer. In 
my studies of cancer among the Indians I found 
that cancer of the stomach and duodenum ac- 
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counted for the greatest number of cancer deaths. 
The conclusion is, therefore, that the locations of 


highest frequency are the same among the whites 


as among the Indians. 


We must reduce. this great mortality. The way 
to do this is to continue to educate the laity to re- 
frain from self-treatment, and to seek competent 
medical advice when any digestive disturbance de- 
velops. We must urge the medical profession to 
record complete histories, to cake careful phys- 
ical, chemical, gastroscopic, fluoroscopic, and roent- 
genologic examinations in all cases that present 
any suspicious symptoms of cancer of the stomach. 
Both the laity and the physician must realize that 
cancer is the most common organic disease of the 
stomach. Approximately 20 percent of all patients 
who complain of digestive disturbance, who suffer 
from an organic lesion, have a cancer of the stom- 
ach. Therefore, we must become “cancer-minded.” 
Persistent dyspeptic discomfort in the case of a pa- 
tient more than thirty years of age should lead the 
physician to suspect the possibility of a malignant 
gastric lesion until such a possibility has been com- 
pletely eliminated. He should never wait for the 
usual symptoms of cancer of the stomach to appear, 
for the lesion may be silent until it is well ad- 
vanced. I recently had a patient with extensive 
involvement of the lesser curvature and the pyloric 
third of the stomach; yet there had been no evi- 
dence of its presence until symptoms of obstruction 
developed. 


Again cancer may be easily confused with stom- 
ach ulcer. Every gastric ulcer which fails to re- 
spond satisfactorily to proper treatment should be 
suspected of malignancy until it is proved other- 
wise. The differential diagnosis between benign 
and malignant lesions of the stomach are not al- 
Ways easy nor accurate. A malignant gastric lesion 
may simulate benign ones and improve under med- 
ical treatment; therefore, repeated roentgenologic 
examinations must be made at regular intervals, 
until one is convinced that a malignancy does or 
does not exist. If one has a case with persistent 
strong clinical indications of cancer of the stomach, 
yet with negative x-ray findings, an exploration is 
advisable. The risk of exploration is slight, where- 
as that of cancer is great without the investigation. 
Under such circumstances I would much prefer the 
exploration to confirm or disprove the suspicion. 


While the x-ray affords the greatest aid in lo- 
calizing lesions in the stomach, and the skilled 
roentgenologist can visualize organic lesions in ap- 
proximately 95 percent of the cases; yet it is still 
true that in approximately 20 percent of these a 
definite opinion as to the exact nature of the lesion 
cannot be well determined. For example, some 
cases that appear inoperable upon roentgenologic 
examination are often found to be operable at ex- 
ploration. This faliure of the x-ray to show 5 per- 
cent of the cases and to reveal the true condition 
of the stomach in approximately 20 percent of the 
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cases, makes one hesitate to accept this means of 
diagnosis without reservation. 


Again there are many lesions of the stomach in 
which the correct diagnosis may be established only 
through an exploration, and through complete mi- 
croscopic study. Consequently other means of diag- 
nosis must not be persisted in too long as procras- 
tination in cases of cancer of the stomach leads to 
an eventual prognosis of an inoperable lesion. In 
approximately 50 percent of the patients the disease 
is clinically inoperable at the time the diagnosis is 
established. Only about 10 percent of the patients 
with cancer of the stomach may expect to be cured. 

The duration of the symptoms plays no percep- 
tible role in the possibility of the complete removal 
of the lesion. It is after all only the reaction of 
the body to the disease and the grade of malig- 
nancy that determines whether the cancer gives 
rise to metastasis early or late. Five year sur- 
vivals are more frequent among those cases in 
which gastric symptoms were of longer duration. 
The nearer the lesion is to the pylorus or the fun- 
dus of the stomach, the more difficult it is to cure. 

Cancer of the stomach is a curable disease if it 
can, when still closely confined as an intragastric 
lesion, be recognized early and treated promptly. 
Surgery offers the only satisfactory means of treat- 
ment. The operability of the malignant lesion of 
the stomach cannot with any degree of certainty 
be determined before exploration. It is not unusual 
to find a case that appeared hopeless upon careful 
pre-operative study, prove to be removable upon 
exploration of the lesion. 


The surgeon who treats cancer of the stomach 
must be willing to accept many patients for explo- 
ration. He must also be willing to perform as ex- 
tensive a resection as is necessary, provided the 
general condition does not contraindicate it, 
and provided irremovable metastasis cannot be 
demonstrated. In particular it is most important 
to determine whether or not metastasis is present 
in distant parts such as the supraclavicular lymph 
nodes and the peritoneum of the rectal shelf. Rec- 
tal examination of patients with cancer of the 
stomach should never be omitted. The early and 
widespread dissemination of the cancer cells are 
the result of the peristaltic movements of the stom- 
ach. This dissemination should be looked for be- 
fore any operation is considered. The more com- 
mon adjacent sites of metastasis are the liver and 
the region of the umbilicus. Though the cura- 
bility of cancer of the stomach depends upon many 
factors, the most important is lymphatic involve- 
ment. 

In those patients who present evidence of exten- 
sive cancer of the stomach, who are not too ad- 
vanced in years, who are without secondary effects 
such as extreme anemia, emaciation, metastasis to 
proximal and distant parts, and fixation of the 
palpable mass, exploration is advisable. A large 
movable lesion is usually of the colloid type with 
sharply defined margins, it is more likely to be re- 
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movable than the nonpalpable or small lesion. The 
fixed masses whether large or small are not favor- 
able for operation. Since cancer of the stomach is 
a ruthless disease, it should be treated by the most 
radical operation—an operation designed to remove 
every vestige of the disease from the stomach, to 
eliminate lymph channels and glands. If you dis- 
sect up along the lesser curvature, high upon the 
gastrohepatic omentum, and along the greater cur- 
vature, carrying the dissection down to the colon, 
you have done all that is possible in the dissection 
of the lymph nodes. Removal of single nodules in 
the liver is also justifiable. Likewise, look for per- 
itoneal implants, their presence means incurability 
and contradicts any attempted palliation by surg- 
ical means. 


Scrupulous attention to the preoperative treat- 
ment of cancer of the stomach will markedly lower 
the mortality following the operation. The opera- 
tive mortality rate should not exceed 10 percent; 
yet the mortality of the resection itself depends 
entirely on its extent and on the patient’s ability 
to stand the procedure. An average of 20 percent 
of patients should be alive and in good health three 
years after the operation. The results of partial 
gastrectomy for strictly operable cancer of the 
stomach without glandular involvment or exten- 
sion beyond its original site have also been most 
gratifying. However, this is seldom justified in the 
presence of metastasis in the liver or elsewhere in 
the abdomen beyond the removable regional lymph 
nodes unless it be done to relieve obstruction or 


pain incident to a large excavating mass in the’ 


stomach. Neverthless radical surgery offers the 
only chance for extension of life with more com- 
fort, even in those cases where there is some evi- 
dence of metastasis. In my opinion when a degree 
of gastric digestive comfort and a prolongation of 
life can reasonably be expected, the operation is 
justifiable. 


The Billroth I operation as modified by Horsley 
has an advantage in cases of small cancers in the 
antrum or in elderly persons who are not good risks 
and in whom the duodenum is unusually mobile 
and of large caliber. The Billroth II, or some of 
its various modifications, is still considered techni- 
cally adequate to meet the indications in the aver- 
age case. Where an extensive resection of the 
stomach is necessary, I prefer the Polya or the 
Balfour technic. 


It is sometimes advisable to remove the entire 
stomach when the lesion is not local, when the 
growth has infiltrated throughout the walls of the 
stomach without apparent involvement of adjacent 


structure or lymph nodes; in particular, the linitis. 


plastica type (the so-called “leather bottle”) espe- 
cially in relatively young persons whose general 
condition will permit of extensive operation is of 
this nature. With the presence of extragastric 
metastasis the operation is contraindicated. 


Exclusion of the growth is by far the most effect- 
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ive method of bringing about palliation and it is to 
be advocated. I hesitate to perform a gastro-en- 
terostomy for cancer of the stomach; yet many of 
the patients are made quite comfortable in this 
way. The average length of life after the operation 
is six months. Palliative operative procedures for 
the highly malignant fulminating type of lesion 
seldom offer much relief and usually fail to prolong 
life. I have been surprised however, at the degree 
of digestive comfort, the improved mental and 
physical state, and the ability of the patient to 
carry on his usual vocation following palliative 
operations for cancer of the stomach. These pa- 
tients can enjoy their lives, and they are thankful 
for the results obtained. The majority die of can- 
cer of the liver, but it is a painless death. 

The post-operative care of the patient should be- 
gin with a transfusion as soon as he has been re- 
turned to bed. Adequate intravenous administra- 
tion of glucose and normal saline solutions must 
be continued until fluids can be taken through the 
stomach. For the first 48 hours the stomach should 
be kept clean by means of continuous suction- 
siphonage. No food should be given by mouth 
during the first four or five days; after this time 
careful feeding may be instituted. When the pa- 
tient leaves the hospital, he should still be re- 
turned to the care of his medical advisor for more 
or less constant osbervation over a long period. 
He should direct the patient’s activities; instruct 
him as to his diet, and make careful complete ex- 
aminaitions at regular intervals. Only by so doing 
will the best results be obtained in the treatment 
of cancer of the stomach. 


CONCLUSIONS 


The stomach is the commonest site for cancer 
and is causing more deaths in the United States 
each successive year. 

More than 20 percent of all patients who com- 
plain of digestive disturbance, who suffer from an 
organic lesion, have a cancer of the stomach. 

Cancer may be easily confused with stomach 
ulcer and their differential diagnosis are not al- 
Ways easy nor accurate. 

The x-ray affords the greatest aid in localizing 
lesions of the stomach, and should be resorted to 
early and repeated frequently in suspected cases; 
yet it may fail to help determine the diagnosis in 
approximately 25 per cent of the cases. 

Exploration and complete microscopic study of 
the lesion may be necessary to establish the diag- 
nosis of cancer of the stomach, and should be re- 
sorted to without delay in questionable cases. 

The reaction of the body to the disease and the 
grade of malignancy determine whether cancer of 
the stomach gives rise to metastasis early or late, 
and it is most important to determine whether or 
not irremovable metastasis are demonstrable before 
any operative procedure is undertaken. 

Cancer of the stomach is a ruthless disease and 
should be treated by the most radical operation 
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necessary to remove every vestige of the disease 
from the body. 

The results of partial or complete gastrectomy 
are gratifying when the lesion has not extended 
beyond the stomach and the removable lymph 
nodes. 

Scruputous attention should be given to the pre- 
operative and post-operative care in order to lower 
the mortality following the operation. 

The operative mortality rate of cancer of the 
stomach should not exceed 10 percent, and 20 per- 
cent of the patients who have had an operation 
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with hopes of a cure should be alive and in good 
health three years after the operation. 

When a degree of gastric digestive comfort and 
a prolongation of life can reasonably be expected, 
palliative operations are justifiable. Partial gas- 
trectomy may be indicated but exclusion of the 
growth is by far the most effective method of bring- 
ing about palliation These patients enjoy living 
and usually die a painless death. The average 
duration of life after palliative operations is from 
six months to three years. 


15 E. Monroe St. 





Syphilitic Endocarditis of the Mitral Valve 


Case Report 
W. W. WAITE, M. D. 
El Paso 


HIS is an extremely rare condition—I have 

been able to find only three cases reported in 
the literature with postmortem findings. So far 
I have had only abstracts of these and cannot 
give the full data. No one has offered a reason 
as to why this condition is so rare when syphilis 
of the circulating system as a whole is quite com- 
mon and often affects the aortic valve but does 
not produce the vegetative endocarditis here, but 
rather a contraction of the cuss. 

Authors do not agree as to how well the seg- 
ment of the mitral valve are supplied with blood 
vessels, but it would seem from the reports pre- 
sented that in a certain number of cases there is 
a definite blood supply, more common in infants 
and children than in adults. Gross states that 
when fetal structures persist, the blood supply to 
the leaflets of the mitral valve are also more likely 
to persist. 

Ordinary vegetative endocarditis is more com- 
mon in children and young adults than in older 
people. Some authors hold that this is due to a 
thrombus in one of the leaflets of the vessel and 
from this the vegetations grow. Other authors 
hold that infected material sticks to the edge of 
the valve due to pressure and that it is in this 
way the condition starts. If this is the most likely 
condition, then vegetative endocarditis ought to be 
as frequent in adults as it is in young people, but 
it is not. 

Syphilitic lesions as a rule.are located where 
there is a good blood supply and in some way seem 
to be connected directly with the blood supply. 
In the present case, there was a large foramen of 
ovale, which is a fetal structure, and this per- 
sisted and with it we might expect blood vessels 
in the mitral valve. 

CASE HISTORY 
This man, 52 years of age, had syphilis for 20 


Read before El Paso County Medical Society, Sept. 12, 1938. 


years and was treated by several physicians in El 
Paso. For the last six months he had general par- 
esis but no paralysis. Some weeks before death, 
he developed a definite heart lesion but this was 
not definitely studied as to its nature. 


} Varn 
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Post-mortem findings: The body is that of a 
slender poorly nourished old man. The abdomen 
showed no noticeable gross lesions. 

The heart on removal was considerably en- 
larged, especially the auricles, which were greatly 
dilated. 

On opening the heart, the valves on the right 
side were normal. 
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On opening the left auricle, large vegetations 
were seen on the segments of the mitral valve, 
especially on the anterior segment. 

On further examination it was found that these 
vegetations were almost wholly on the anterior 
segment but there was a slight amount on the pos- 
terior segment. These vegetations were made up 
of thick white growth with long delicate finger- 
like process. There were two vegetations on the 
posterior segment. 

The largest vegetation measured 30 mm at the 
base and projected out about 20 mm. Near the 
base it was perforated with a small opening. 

Before the heart was opened the whole mass 
projected into the auricle. The foramin of ovale 
was patent and admitted the little finger. 

The heart with aorta attached weighed 600 
grams. 

The descending aorta measured 120 mm in cir- 
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cumference, was quite thinned out in areas and 
somewhat scarred. There were also some patches 
of sclerosis. 

The kidneys weighed 150 grams each and were 
badly scarred. 

Microscopic examination of the aorta showed 
some thickening of the adventitia and slight 
round-cell deposits about the vasa vasorum. 

Microscopic examination of the vegetation 
showed it to be made up mainly of necrotic tissue. 
At the junction of the healthy tissue, there was a 
delicate myxomatous structure surrounded by a 
denser area of round-cells and epithelial cells. In 
some places there were giant cells. There were 
also round-cell accumulations, forming small no- 
dules. 

DIAGNOSIS: Syphilitic endocarditis—gummata 
of the mitral valve—mild syphilitic aortitis. 


Roberts-Banner Bldg. 








Diabetic Manifestations in Ophthalmology 


WM. JEWEL SMITH .M. D. 
Phoenix, Arizona 


HE interrelationship between ophthalmology 

and internal medicine is very often manifest- 

ed in several systemic diseases. One of the most 

frequent of these is diabetes mellitus. It is the pur- 

pose of this paper to review some of the more com- 

mon lesions and also to report a case which I have 
recently seen that illustrates this relationship. 

One of the more rare manifestations is that of 
Lipaemia Retinalis. This is a condition in which 
the fat content of the blood is increased. In order 
to be demonstrated the fat content must reach 5% 
before it becomes visible in the retinal vessels. They 
appear as if filled with milk and there may be a 
pinkish white tone to the whole eye ground. No his- 
tological lesions are found as the condition is in the 
blood. Foster Moore of London states that he has 
not seen such a case since the introduction of 
insulin. ; 

Retro-bulbar neuritis, an inflammation of the 
extra-ocular portion of the optic nerve is caused by 
toxins both exogenous and endogenous. The di- 
abetic is much more susceptible to alcohol and to- 
bacco as toxins of the exogenous variety. The toxin 
of diabetes itself however, may cause this condi- 
tion. As such it is usually found in older people, is 
characterized by a very small central scotomata 
and usually resporids to treatment. If the condi- 
tion is allowed to progress there may be some re- 
sulting atrophy. 

Iritis may occur independently of any surgical 
procedure on the eye or may follow same. As Such 
it demonstrates the lack of resistance to infection 
which diabetics show. There are more often chang- 
es in the pigment cells on the posterior surface of 
the iris. They become swollen, thus throwing the 
iris into more prominent folds. The cells often be- 
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come detached and may be found on the anterior 
surface of the lens. ; 

The question of cataract is often met with and 
the vast majority of so-called diabetic cataracts 
are nothing more than ordinary senile cataracts de- 
veloping in patients with diabetes. The true dia- 
betic cataract is found in young persons, is bilat- 
eral and develops rapidly. It is characterized by 
flaky lesions which develop faster in the postérior 
layers of the cortex. It is true that the senile cat- 
aracts tend to develop earlier in diabetics than in 
non-diabetics. 

Likewise retinitis is somewhat similar in that 
in the vast majority of cases in which it develops 
there is usually associated a raised blood pressure, 
vascular disease and albumen in the urine. Often 
it is difficult to state from ophthalmoscopic appear- 
ances whether a given case of retinitis is due to di- 
abetes, nephritis or arteriosclerosis. Wolfe states 
there are certain characteristics of a true diabetic 
retinitis. First, it rarely occurs in a young subject; 
second, the patches of retinal exudate tend to have 
sharp-cut edges, they are distributed in an irregu- 
lar manner, and sometimes form an irregular ring 
around the macular region; third, small dark round 
retinal hemorrhages are very suggestive of dia- 
betes. As such they lie in the deeper layers of the 
retina. Other types 3f*hemorrhage may be present 
and all of the retinal layers may be infiltrated or 
the hemorrhage may be subhyaloid or may occur 
into the vitreous; fourth, soft-edged cotton wool 
patches characteristic of renal disease are not pres- 
ent in diabetes; retinal edema is not marked and 
thus retinal detachment does not result; fifth, a 
star figure is uncommon. 

In regard to prognosis; Nettleship found that of 
forty-eight patients with diabetic retinitis, 60% 
lived for more than two years. Thus it is an indi- 
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cation of some gravity but is not as serious a sign 
as retinitis in renal disease. 

Hemorrhage is more apt to follow surgery of the 
eye in a diabetic than in a non-diabetic. 

Changes in refraction are common. The exact 
mechanism for this is not known, but is thought 
to be due to an alteration of the osmotic pressure 
in the aqueous. This in turn causes an altered in- 
dex of refraction of the lens cortex. There is no 
regular rule and it is somewhat confusing because 
it may cause myopia in some cases while in others 
hyperopia may develop. It may appear shortly af- 
ter the beginning of insulin therapy. 


CASE REPORT 

Mr. C. D. K., aged 56, consulted me May 31, 1938, 
with the complaint that his vision was not quite 
as distinct as it had been a short time previously. 
Examination of the eyes did not disclose any rea- 
son for the complaint. On checking the refraction, 
I found he had 20/15 vision in the right eye with a 
plus .50 sph with plus .75 ax 180 degrees, and 20/15 
vision in the left eye with a .75 sph with a plus 
.25 ax 180 degrees. There was a add of plus 1.75 
in the lower segment for near. This was the cor- 
rection he was already wearing. Examination of 
the fitting of the glasses showed one lens consid- 
erably lower than the other, due to a maladjust- 
ment of the nose piece. This was corrected and re- 
sulted in an elimination of the trouble. 


He consulted me again on June 15, 1938, approx- 
imately two weeks later, with the complaint that 
his vision was blurred for distance but when he 
tilted his head back and looked through the bi- 
focal segment he could see well at a distance. This 
was a most interesting phenomenon as I had seen 
him only two weeks previously, and therefore had 
a check of his vision at that time, with and without 
his correction. The eye did not disclose any cause 
for the change, but on refracting I found that now 
he could see 20/15 in the right eye with a plus 1.75 
sph with plus .62 cy ax 175 and 20/15 in the left 
eye with a plus 2.00 sph with plus .25 cy ax 165. 
In other words, he was exactly 1.25 D more hyper- 
opic than when seen two weeks previously. After 
some questioning I found that he had consulted his 
physician who on June 10 had found a blood sugar 
of 380 milligrams per 100 c.c. after twenty-four 
hours of starvation diet. He was started on insulin 
and by June 12 the urine was sugar free. I saw him 
again June 20, 1938, at which time the hyperopia 
has increased approximately 1.75 D. On June 27, 
1938, it had decreased to a plus 1.25 D difference 
from the original findings. The blood sugar at this 
time had dropped to 153 and he was feeling much 
better generally. On July 7 and July 15 he was 
checked again. On the latter date the hyperopia 
had decreased to approximately one-fourth D more 
than the original correction. It was indeed fortu- 
nate that the opportunity to check the refraction 
presented itself only a few days before the begin- 
ning of the administration of insulin, 

In conclusion, the lesson fo be learned is that 
the ophthalmologist should not get into the habit 
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of thinking of the eye as a unit independent of the 
other systems of the body. Likewise those practic- 
ing other branches of medicine, and especially the 
internist, should realize that often the eye provides 
evidence that can be easily seen, and that will aid 
in diagnosis and treatment of a great number of 
systemic diseases. 





926 E. McDowell Rd. 





ETHEL M. Luce-Ciausen, Rochester, N. Y. (Jour- 
nal A. M. A.), concludes that the value of ultraviolet 
radiation in the prevention and cure of rickets and 
tetany is an accepted fact and has been proved in- 
disputably to be both safe and specific if given un- 
der accepted conditions. In the treatment of frac- 
tures of bone, experimental evidence points to 
radiation as being of little if of any value. In the 
treatment of tuberculosis, no claims for the speci- 
ficity of ultraviolet radiation have yet been sub- 
stantiated, though many authors still regard irradi- 
ation as a useful aid to other forms of treatment. 
In the treatment of diseases of the skin of bacte- 
rial origin ultraviolet radiation may be of value, 
provided the organisms lie within the range to 
which thd rays penetrate and are killed or attenu- 
ated by doses safe for the host. In other diseases of 
the skin such as psoriasis, beneficial results might 
be due to the effect of radiation in producing hy- 
peremia. Tumors of the skin have been produced 
in rats and mice with prolonged exposure to ultra- 
violet radiation, but the exposures needed are so 
far outside the range in general use by man, either 
in sun bathing or in the use of rays from artificial 
sources that a warning of danger seems unneces- 
sary. A caution, however, to avoid the abuse of 
radiation therapy, since its effects on the skin are 
imperfectly understood, is completely justified. 
More research is undoubtedly needed on the ques- 
tion of the photodynamic effect of radiation on 
the skin with special reference to the possible syn- 
thesis, in the skin, of the carcinogenic hydrocar- 
bons. 





During the last six years C. C. TUCKER and C. 
A. HELLWIG, Wichita, Kan. (Journal A. M. A.), 
studied by microscopic methods every specimen re- 
moved during anorectal operation. In the major- 
ity of cases nothing was detected by histologic 
study which changed the prognosis or treatment 
based on clinical examination. There are, on the 
other hand, so many cases in which the micro- 
scopic examination revealed conditions which were 
not suspected clinincally that the routine histologic 
study of proctologic specimens seems well justified, 
in the interest of the patient. McCarty, basing his 
statistics on 150,000 surgical cases, found that rou- 
tine microscopic examination revealed in 0.5 per 
cent of all operations a mailgnant condition which 
was not suspected by clinical methods or during 
operation. In the authors’ 951 proctologic cases 
this percentage of clinically unrecognized cancer 
is almost four times higher, namely 1.9 per cent. 
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THE INDICTMENT 

Now that we members of the American Medical 
Association stand under criminal indictment for 
violation of the Federal Anti-Trust Acts, it might 
be well to reassert that if we don’t hang together 
we hang separately. Naturally we resent being 
dragged before the criminal courts of this land 
but bitter ravings against the present national ad- 
ministration will not aid our cause in the slightest. 
Rather it is up to us to actively mobilize public 
opinion in our favor, for after all the courts follow 
public opinion. There seems to be very little sym- 
pathy among the general public for the methods 
adopted by the Federal] Government in its present 
effort to drag the American Medical Association 
into disrepute. Most physicians feel that if they 
constitute a trust so does the Baptist Church or 
the Masonic Lodge or the C. I. O. or the American 
Bar Association or the college fraternity system 
or the Podunk Cat Council or the American Kennel 
Club or any other organization prescribing certain 
requirements for membership therein. Deplorable 
though it may be, medicine is in politics right now; 
and the only language any politician understands 
is a maze of counter-political machinations. So 
perhaps we had better snend a little less time 
in the sick room and in the laboratories and more 
in the political market places. It should be said 
that physicians may have just as much duty to- 
ward the general public as they do toward the wel- 
fare of the individual patient. And if the quality 


of medical care in America is not to be lowered 
then we physicians must carry the brunt of the 
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fight to see that it is not lowered. That is part 
of our sworn duty to the public at large. 

One other thing may be said in support of the 
A. M. A. officials in Chicago—it is simply that most 
of us would rather be dictated to by Chicago than 
Washington. 





DOES EFFICIENCY COUNT? 

The primary function of a charity hospital 
should be to get patients well at a minimum of 
cost to the tax payers who support the institution. 
That function is necessarily best served by efficient 
management. 

More and more in America the electorate is 
demanding of its elected servants that they make 
sure that tax-supported projects are efficiently 
managed. The public no longer displays the de- 
plorable attitude of tolerance toward political 
machinations that it once did. An awakened cit- 
izenry is today clamoring for service in its behalf 
as opposed to personal maneuvers by its servants 
either for or against those individuals either for 
or against those in elective offices. 

There exists at present an unfortunate contro- 
versy regarding the management of El Paso City- 
County Hospital. In the interest of shedding light 
on a difficult situation, and focussing attention on 
the efficiency of the present management of the 
hospital, a survey was made of costs per patient 
per day in various hospitals of Texas, as compared 
with El Paso’s tax-supported charity hospital. 
Study of the results of this survey must lead to 
the inescapable conclusion that the El Paso City- 
County Hospital is perhaps the most efficiently 
managed institution of its type in the state of 
Texas. And credit for that high state of good man- 
agement must be given squarely to the present 
medical superintendent, Dr. A. H. Butler. The 
principal surprise is that El Paso City and County 
has been able to secure and retain the able ser- 
vices of such a superintendent at the absurdly low 
salary allowed him. It follows that it is to the 
best interest of the patients, the tax payers and the 
medical profession of El Paso to make all effort 
to retain the present management. 


The survey shows the following costs per patient 


per day: 

Providence Hospital (Waco) .................. $3.24 to $4.28 
Baylor Univ. Hospital (Dallas) ..........000000000000..... $5.73 
Memorial Hospital (Houston) -.................0000........ $7.14 
Scott & White (Temple)........................ $5.05 to $5.20 
Hendrick Memorial (Abilene) .....................20000.... $5.50 
King’s Daughters (Temple) _..................22.0....... $5.97 
Methodist Hospital (Dallas) —.........022000000.... $6.50 
Herman Hospital (Houston) ................:. $3.76 to $5.02 
Jefferson Davis (Houston)......................22-....0-2.---- $2.86 
John Sealy Hospital (Galveston) .......................... $3.55 
Wichita General (Wichita Falls) 2.20... $5.06 


Robt. B. Green Memorial (San Antonio).......... $2.39 
Parkland Hospital (Dallas) 
EL PASO CITY-COUNTY HOSPITAL.............. $1.78 
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In private enterprises good management is re- 
warded in proportion to savings made or profits 
gained for the employer. Why should not efficient 
services of those in the employ of the public be 
likewise recognized? 





A WAY OF DEATH 

When the last hour comes, and all humanly 
possible has been done to save life the time arrives 
when the physician must consider easing the path- 
way of the dying patient. It is simply inhuman to 
abandon efforts calculated to ease pain and render 
bodily comfort when death approaches. The wise 
physician can rob death of much of its terror by 
his presence and kindly ministrations up to the mo- 
ment of its arrival. In so doing he is certainly per- 
forming one of his highest functions. Death must 
come to all men and the physician fulfills a high 
trust when he makes its coming less grievous to 
bear both by patient and the patient’s family. 
Many small details enter into the process of bring- 
ing comfort to the dying patient. Small details, 
however, are the very essence of art. In his ca- 
pacity as comforter to the dying the physician is 
exercising one of the most beautiful aspects of his 
high calling which in itself is a curious mixture of 
science and art alike. 

Believing that this topic needs periodic attention 
we quote excerpts from a recent article:' “... 
After the digestive processes have failed the ary 
and parched condition of the mouth will cause in- 
tense thirst. As long as the patient can swallow 
water, weak tea with lemon, or wine should be 
given with increasing frequency but in smaller 
amounts .... After the patient can no longer take 
fluid in any manner without choking, small pieces 
ot ice enmeshed in gauze may be placed between 
gums and cheeks ... . Vaseline applied to the lips 
keeps them moist and free from crusts. The mouth 
should be swabbed with a cleansing mouth wash 
as often as necessary to keep it clean... . Some- 
times, the mouth, instead of being too dry will 
contain an excess of secretion. Turning the pa- 
tient on his side and placing a piece of gauze be- 
tween gums and cheeks will facilitate the drainage 
of fluid from the mouth. The nostrils should be 
kept moist and free from crust by cleaning with 
mineral oil on a cotton applicator . . The eyes 
too, need attention. They may contain secretions 
which are distressing to look at and -annoying to 
the patient. If this is the case, flushing the eyes 
with boric acid solution will be of value. If the 
eyes remain wide open, they may be dry due to 
lack of secretion. Sterile mineral oil dropped in 
the eyes will lessen irritation due to this ... . What- 
ever position eases the respiration or lessens stertor 
should be maintained. The one guiding principle 
should be no matter in what position the patient 
may be placed he must be well supported if he is to 
be comfortable. When death is very near, the pa- 
tient should probably not be moved .... Another 
cause of a dying patient’s discomfort is a distended 
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bladder. This condition may be a reason for rest- 
lessness and should always be noted .... When 
the bladder is distended there may be a constant 
dribbling of urine. If so, the patient should be 
protected from a wet bed and a foul odor... As 
the peripheral circulation fails the heat regulating 
system also fails. The patient’s body surface be- 
comes cool and usually covered with a damp per- 
spiration. The patient should be kept absolutely 
dry and sponged frequently ... . It would seem 
that light covering is all that is necessary. Heavy 
covering and hot water bottles or warmers from 
whose burning sensation the patient may be unable 
to move may add to his restlessness . . . . Fresh air 
is essential. . . . The room should be well lighted 
and ventilated. Light instead of annoying the pa- 
tient may be desired .. . . Hearing is probably the 
last of our senses to leave us. Therefore, quiet, 
dignity and restraint should be maintained. What- 
ever must be said should be said in a natural tone 

. . Morphine is frequently ordered for a dying 
patient . . Large and frequent doses (Morphine) 
may be needed. There is no limit to the amount 
that may be properly given. As the end approaches, 
a full grain is not too much of a dose. And if then 
the needle cannot find a vein it is always easy for 
a long needle to reach the heart. Usually subcu- 
taneous injections are, of course, useless .... All 
patients do not have the same attitude toward 
death. Some fear death; some face death with 
quiet courage; some welcome death as a kind re- 
lease from suffering . . We should aim to be- 
come familiar with the practices of different faiths 
and should know what is necessary for patients of 
Protestant, Catholic, Jewish and other faiths when 
they are near death .... While we are caring for 
the dying patient, our sympathy and concern must 
extend also for the loved ones who are watching 
at the bed side. Actions speak louder than words 
and what we say is not nearly as important as 
what we do.” 

In the conferring of these small, humane atten- 
tions the physician may well hope that when his 
time comes some brother will likewise make easier 
his own journey through the portals of death. 


1. Kasley, Virginia: As Life Ebbs, Am. J. Nurs.; 38:1191, 


November. 1938. 





JAMES J. GORMAN, M. D. 

At the annual election of the El Paso County 
Medical Society, Dr. James J. Gorman was named 
President for 1939 to succeed Dr. George Turner. 

Dr. Gorman was born August 22, 1896, at Ludlow 
Ky. Most of his childhood was spent in El Paso, 
the family moving here in 1908. Preliminary edu- 
cation was obtained in the public schools of El 
Paso. In 1918 the degree, Bachelor of Arts, was 
conferred on Dr. Gorman by the University of 
Texas. The degree, Doctor of Medicine, was 
earned at Harvard University in 1923. Internship 
and residency were served at Cincinnati General 
Hospital. Coming to El Paso in 1926, Dr. Gorman 
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began the private practice of medicine. He has 
confined his practice to gastro-enterology. 

Dr. Gorman is a member of the El Paso County 
Medical Society, the Texas State Medical Associa- 
tion, the Texas Gastro-Enterological Society, the 
American Medical Association and the Southwest- 
ern Medical Association. He is a Fellow of the 
American College of Physicians. Dr. Gorman was 
at one time an associate editor of SOUTHWEST- 
ERN MEDICINE. In 1936 he served as President 
of Southwestern Medical Association. While at 
Harvard University he was a member of the Boyl- 
ston Medical Society, an undergraduate honor or- 
ganization. 
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Dr. Gorman is widely known throughout the 
Southwest, having taken an active interest in all 
things pertaining to the welfare of medicine in this 
part of the country. He has served ably on many 
missions and committees connected with various 
medical enterprises in this territory. Dr. Gorman 
is well known for his energy and clear thinking, 
and brings to the office of President of the El Paso 
County Society a high capacity for accomplishing 
things. 

Dr. Gorman will serve until December, 1939, 
when he is to be succeeded by Dr. Leslie Smith, 
who is President-elect. 











Special Section 


Arizona State Medical Association 


J.D. HAMER, M.D. 
Associate Editor 








ANNUAL MEETING UNDER WAY 

Dr. Chas. S. Smith, President-elect and Program 
Chairman for the Annual Meeting of the Arizona 
State Medical Association for 1939, reports that the 
scientific program for the Annual Meeting is well 
under way and nearing completion. The program 
comprised of papers from the membership of the 
state is entirely filled, with the majority of guest 
speakers selected and accepting. The meeting is to 
be held at Phoenix on April 13, 14, and 15, with the 
Maricopa County Medical Society serving as the 
host society. This Society appointed its local com- 
mittees early in the fall, which committees have 
been actively at work preparing for the meeting 
under the direction of Dr. John W. Pennington 
general chairman. The February issue of South- 
western Medicine will carry a preliminary synop- 
sis of program preparations and activities, with 
the completed program to appear in the March is- 
sue, according to present plans. 


MARICOPA COUNTY MEDICAL SOCIETY 

The Maricopa County Medical Society elected 
the following officers to serve for the year 1939: 
President, Dr. Jas. L. Johnson; Vice-president, Dr. 
Kent Thayer; Secretary-treasurer, Dr. Wm. Jewell 
Smith; Censor, Dr. Thos. W. Woodman; Directors, 
Drs. E. R. Charvoz, Mayo Robb, Reed Shupe. 


ARIZONA COUNTY MEDICAL SOCIETIES 

It is urged that each county medical society send 
in any news items it wishes printed in the Arizona 
Section of Southwestern Medicine. Newly elected 
officers, and similar items are immediately desir- 
able for publication. The membership is also urged 
to send in such scientific papers as have been read 
before the county medical societies for publication 


in this section. This section is open to the mem- 
bership of the Arizona State Medical Association 
for publication of papers and such other expression 
of opinion as might be desirable to the county so- 
cieties. Address all communications for this section 
to Dr. J. D. Hamer, 910 Professional Bldg., Phoenix. 


REGIONAL (TERMINAL) ILEITIS 


By Chas. N. Ploussard M. D., 
Marcus G. Kelly, M. D., 
Phoenix, Arizona 


Regional ileitis is a disease of the terminal por- 
tion of the ileum characterized by a subacute or 
chronic necrotizing and cicatrizing inflammation 
leading to stenosis. 

It was recognized as a clinical and a pathological 
entity in 1932 by Krohn, Ginzburg and Oppenheim- 
er and was reported as such by them. Previous to 
that time it had been classified as a benign granu- 
loma. In their original report, the above authors 


were led to believe that the condition was peculiar 


to the last 30 cm. of the ileum, hence the term, 
terminal ileitis. However, Brown, Barger and Web- 
er in 1934 showed that the pathological picture of 
regional ileitis was found also in the jejunum and 
regional area of the colon. 

The clinical symptoms of the disease are weak- 
ness, pain varying from dull to cramp-like in char- 
acter and usually situated in the right lower quad- 
rant, moderate diarrhea, vomiting, fever (rarely 
high), a rapid and progressive loss of weight. 

The condition is usually of long duration, vary- 
ing from a few months to years and is most com- 
monly found in young adults. 

The physical findings of regional ileitis are the 
following: 


Read before Maricopa County Medical Society. 
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lst, a mass in the right iliac region 

2nd, fistula formation 

3rd. emaciation and secondary anemia 

4th, evidences of intestinal obstruction 

5th, a moderate leucocytosis sometimes is present. 


The clinical course of the disease has been di- 
vided into four phases: 

1. Signs of acute intra-abdominal inflammation. 
In this type the physical findings are those of an 
acute appendicitis and the diagnosis of acute ileitis 
is usually. made at the operating table. The ileum 
presents a greatly thickened and red appearance 
with a marked edema of the neighboring tissue. 
The mesentery of the affected ileum is likewise 
thickened and edematous and contains many en- 
larged glands. 

2. The ulcerative phase in which the clinical 
picture is that of an ulcerative colitis, colicky 
pains, loose stools, containing pus, mucus and blood. 
In this stage a secondary anemia develops and 
there is a progressive loss of weight. 


3. The stenotic phase, which is the one most 
frequently encountered. In this phase the findings 
are those of a small bowel obstruction, vomiting, 
visible peristalsis, intermittent knife-like pain and 
constipation. A mass is usually palpable in the 
right lower quadrant. 

4. The fistual state. These fistulas develop fol- 
lowing previous drainage for ulcer or abdominal ab- 
scess supposedly of appendiceal origin. Investiga- 
tion of these persistent fistulas led to the discov- 
ery that these fistulas had their origin in the ileum 
and not in the appendix. 

Roentgenographic studies in regional ileitis vary 
with the duration of the disease. In the early stage 
after first finding in the affected part of the ileum 
is the presence of a constant diameter of the in- 
testine, denoting rigidity of the tube. There is no 
segmentation in the diseased ileum. 

A filling defect is noted as the disease progress- 
es, the greater the stenosis, the greater the filling 
defect. Still later in the disease as the stenosis in- 
creases, the barium shows as a slightly irregular, 
thin, linear shadow, the so-called string sign. Fur- 
ther stenosis leads to a partial obstruction with a 
resultant dilatation of the intestinal coil proximal 
to the affected portion and a delayed motility in 
the passage of the barium. 

The pathological anatomy has been fully de- 
scribed by Krohn, “The normal intestinal folds are 
distorted and broken up by the destructive ulcer- 
ative process and blunted by edema, giving a bul- 
lous structure to the mucosal aspect of the intes- 
tine. A series of small linear ulcerations lying in 
the groove on the mesenteric side of the bowel is 
always present. The submucosal and to a lesser ex- 
tent the muscular layer of the bowel are the seat 
of marked inflammatory hyperplastic and exuda- 
tive changes. As a result of these the wall of the 
bowel becomes enormously thickened, frequently 
reaching two or three times its normal density. 
The lumen of the bowel is greatly encroached on, 
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becomes irregularly distorted and at times is only 
large enough to admit a medium sized probe. The 
intestine proximal to the involved segment fre- 
quently but not invariably becomes greatly dilated 
and may show superficial irregularly placed tension 
ulcers. When seen at the operating table, the in- 
volved loop is a soggy hose-like mass. In the older 
phases of the disease the exudative reaction is re- 
placed by a fibrostenotic process and the mucosa 
appears atrophic with occasional superficial ero- 
sions and islands of papillary or polypoid hyper- 
plasia. The serosa looses its gloss and frequently 
exhibits tubercle like structures on its surface. The 
mesentery of the affected segment is greatly thick- 
ened and fibrotic as is the subserosal intestinal fat. 
A marked feature is the tendency toward perfora- 
iton. The chronic perforation apparently occurs 
slowly enough to permit of walling off by adhesions 
to a neighboring viscus, to the perietal peritoneum 
or to the omentum. There is a marked tendency 
to the formation of internal fistula. The walled-off 
abscesses resulting from slow perforation into the 
peritoneal cavity when drained give rise to chronic 
fecal fistulas.” 

The microscopic picture is not unusual showing 
varying degree of acute, sub-acute and chronic in- 
flammation usually with destruction of the mucosa 
and submucosa leaving an atrophic layer of epithe- 
lium the result of regenerated process. Giant cells 
have been found in some specimens removed at op- 
erations. It was the presence of these cells that led 
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earlier observers to class this condition as some 
form of tuberculosis. 

Differential diagnosis. In the acute stage ileitis 
and acute appendicitis so closely resemble one an- 
other that the diagnosis is usually made at time of 
operation or post operatively. In the ulcerative 
stage ileitis is differentiated from colitis by the 
barium enema and sigmoidoscopy, clinical signs 
and symptoms being practically identical. Hodgkins 
disease, lymphosarcoma, carcinoma and intestinal 
tuberculosis closely simulate the symptoms of re- 
gional ileitis and the differential diagnosis is again 
made post operatively. 

Treatment of this condition is surgical, medical 
treatment is palliative and supportive. Radical re- 
section of the diseased portion of the intestine or 
Short circuiting this area have been used with 
good success. Resection in one or two stages has 
been done in the majority of cases reported in the 
literature. Koster is of the cpinion that in the 
moderately advanced stage resection is the meth- 
od of choice, although side-tracking has been used 
successfully. In advanced stages resection has been 
the only method used successfully. 


In review of the cases of regional ileitis it has 
been found that the general mortality is 14%. 
Sixty-five cases were treated by radical resection 
and 15% of these cases showed a recurrence of the 
disease. Eight of the cases in which radical resec- 
tion was done terminated fatally. Cure resulted in 
thirteen out of fifteen cases treated by simple side- 
tracking operations. One death occurred in the 
fifteen and a persistent external fistula resulted in 
the other. 








MISCELLANY 





SPECIALTY BOARDS 


American Board of Anesthesiology: An affiliate 
of the American Board of Surgery. Written exam- 
ination, April 8 in various cities. Oral examination, 
St. Louis, May 13-14. Sec., Dr. Paul M. Wood, 745 
Fifth Avenue, New York. 

American Board of Dermatology and Syphilology: 
Sec., Dr. C. Guy Lane, 416 Marlboro St., Boston. 

American Board of Internal Medicine: Sec., Dr. 
William S. Middleton, 1301 University Ave., Madi- 
son, Wis. 

American Board of Obstetrics and Gynecology: 
Written examination and review of case histories 
of Group B applicants will be held in various cities 
of the United States and Canada, Feb. 4. General 
examination for all candidates (Groups A and B) 
will be given in St. Louis, May 15-16. Applications 
must be filed not later than sixty days prior to 
date of examination. Sec., Dr. Paul Titus, .1015 
Highland Bldg., Pittsburgh (6). 


American Board of Ophthalmology: St. Louis, 


May 15. Applications must be filed before Feb. 15. 
Sec.. Dr. John Green, 3720 Washington Blvd.. St. 
Louis, Mo. 

American Board of Orthopaedic Surgery: Sec., 
Dr. Fremont A. Chandler, 6 N. Michigan Ave., Chi- 
cago. 
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American Board of Cag sagt a Sec., Dr. W. 
P. Wherry, 1500 Medical Arts Bl . Omaha. 

American Board of Pediatrics: 
Aldrich, 723 Elm St., Winnetka, Ill. 

American Board of Psychiatry and Neurology: 
Sec., Dr. Walter Freeman, 1028 Connecticut Ave. 
N. W., Washington, D. C. 

American Board of Radiology: St. Louis, May 11- 
14. Sec., Dr. Byrl R. Kirklin, 102-110 Second Ave., 
S. W., Rochester, Minn. 

American Board of Urology: Sec., Dr. Gilbert J. 
Thomas. 1009 Nicollet Ave., Minneapolis. 

National Board of Medical Examiners: Parts I 
and II. Medical centers having five or more candi- 
dates desiring to take the examination, Feb. 13-15. 
~~ ay Everett S. Elwood, 225 S. 15th St., Phila- 
delphia. 


Sec., Dr. C. A. 


SCIENTIFIC MEDICINE WINS 


The voters of California and Colorado, Novem- 
ber 8, by overwhelming majorities emphatically re- 
jected proposals made in those states to undermine 
the structure of scientific medicine, The Journal of 
the American Medical Association for November 19 
says. In California an initiative humane pound 
law, so called, proposing to cripple scientific re- 
search by hampering animal experimentation, was 
decisively defeated. In Colorado an initiative meas- 
ure proposed by a group of chiropractors, to de- 
base the quality of medical care in the state by re- 
pealing the basic science act and by destroying 
other safeguards that have been erected to assure 
adequate and scientific medical service, was met 
by an avalanche of negative votes, running as high 
as ten to one in some counties. 

In Oklahoma an initiative measure that would 
have sanctioned practices not conducive to public 
welfare failed to get on the ballot because of court 
action instituted by the medical profession. In 
Ohio a chiropractic initiative somewhat similar to 
the Colorado initiative died aborning, the cultist 
sponsors apparently becoming disheartened short- 
ly after the proposal was submitted to the attorney 
general for his approval as to form. Petitions in 
Ohio were not circulated and the proposed initia- 
tive meas was not submitted to the people for 
a vote. 

The medical associations in the states named 
assumed the lead in thwarting the selfish interests 
behind these proposals, interests that would sub- 
ordinate the public welfare to their own private 
ends. In California and Colorado the state medical 
associations, aided by many lay and other profes- 
sional groups and by public spirited citizens, in- 
formed the people fully of the dangers implicit in 
the proposals. To bring these dangers to the atten- 
tion of the voters necessitated great sacrifices of 
time and money but the results show that such 
sacrifices were well worth while and indicate that 
an informed electorate will support scientific med- 
ical care under proper legal and ethical safeguards. 


DENVER RADIOACTIVE PRODUCTS NOT 
ACCEPTABLE 


The Council on Physical Therapy reports that 
the Denver Radium Service Laboratories have sub- 
mitted for consideration several products contain- 
ing radium or radon. These products include: A 
A radium emanation jar, called the “vitalizer,” am- 
pules of radium chloride solution, sterile saline solu- 
tion containing radium chloride, tablets radium 
chloride, tablets endocrine compound No.1 (for 
male), tablets endocrine extract No. 2 (female), an 
emanation bath, vaginal jelly, vaginal douche, col- 
onic irrigation (rectal), ophthalmic solution, ure- 
thral bougies, vaginal suppositories, suppositories 
(the box received is plainly labeled “rectal” but it 
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contains what are undoubtedly vaginal ampules), 
rectal suppositories. an ointment designated ‘“‘Na- 
rada Balm,’ ’and Chloradium ointment. The active 
agent in these products is claimed by the Denver 
Radium Service to be “Radium” and “the thera- 
peutic value of radium is due to its radioactivity.” 
The radioactivity of these products were tested by 
a reliable investigator. It was found that the 
amount of radioactive substance contained in any 
of them is so small that the use of these prepara- 
tions would probably do no harm, but for the same 
reason they could not. be expected to do any good. 
If they should be used in larger doses or if their 
use should be continued for a long time, the possi- 
bility of danger cannot be avoided. As the result 
of repeated experiments on animals as well as clin- 
ical observation in human beings, it is now well 
known that the internal administration of radium 
or products of radium in certain doses can produce 
damage to the tissues. Considering these points, 
as well as the character of the advertising litera- 
ture submitted, the Council has rejected these prep- 
arations for inclusion in its list of accepted devices 
for physical therapy —(J. A. M. A.) 


THE FAMILY DOCTOR 


The family doctor has always been heralded the 
adviser and counselor of his patients on many sub- 
jects. He has always been the trusted confidant. 
The Saturday Evening Post, in an article by J. P. 
McEvoy, makes the following note in its record of 
the development of Shirley Temple: 


“All of Shirley’s earnings are put in a trust fund 
for her benefit when she grows up. I am making 
enough myself, so I don’t have to touch any of it.” 
And then Mrs. Temple continued: “You know, 
Bernstein wanted to handle Shirley. He came over 
here to the house with Mrs. Coogan one day, and 
walked up and down the living room waving a 
check for half a million dollars in my face. He told 
me he had just got this for Jackie and we ought 
to let him handle Shirley, because we didn’t know 
anything about the picture business and we would 
ged be cheated if we didn’t let him take care 
of us. 

“Practically every agent in town had been after 
us, and we didn’t know which way to turn. Bern- 
stein talked and talked until we were dizzy, and 
then, in desperation, we called up our family doc- 
tor and asked him to come over and advise us, be- 
cause he was the only professional man we knew. 
He has been advising us ever since.” 

“You have no agent?” I was incredulous. Every 
one has an agent in Hollywood, even the agents. 

“No agent.” 

I made a rapid calculation. Ten per cent of the 
Temple earnings saved. Nice going for a family 
doctor. 

“Of course, we have a lawyer now who helps us, 
but weren’t we lucky to have such a sensible doc- 
tor?”—/(Jour. A. M. A.) 


INK BOTTLE IN VAGINA 50 YEARS 


A widow for 2 weeks, aged 70. Patient had no 
complaint. Complaints.came from those about her. 

The patient, a few years after menarche, had 
started masturbation, using an ink bottle. Some 
years later this bottle was lost in the vagina and 
could not be removed by the patient and she ob- 
tained another bottle to continue her practice. 
When the patient was 35 a widower offered her a 
home which she accepted. 

She kept the story of her accident a secret from 
her husband, although he insisted during the 35 
years of their married life that there was some- 
thing wrong with her. During her married life she 
continued to use the second bottle for masturba- 
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tion purposes. Two weeks before admission the 
patient had such a foul discharge that an effort 
was made to remove the bottle. 

The patient was anesthetized and an episiotomy 
done. Use of the high forceps was unsuccessful. 
The bottom was broken with a hammer and chisel 
and the lower part removed piece by piece. The 
post-operative period was uneventful. 

—(J. Ind. St. M. Assoc.) 








NEWS 








General 

Announcement has been received of the program 
for the International Post-Graduate Medical As- 
sembly of Southwest Texas to be held at San An- 
tonio Texas, January 24, 25, 26, 1939. No registra- 
tion fee is charged doctors living outside of Bexar 
County. There will be a complimentary Stag 
Smoker, Tuesday night, January 24, and a Dutch 
Treat Dinner-Dance, Wednesday night, January 
25. Public health lectures, open to the public, are 
scheduled for January 25. Dr. A. J. Myers will speak 
on “Tuberculosis,” and Dr. Karl A. Menninger is 
to lecture on “Insanity.” There is to be a short 
trip into northern Mexico for the guest speakers. 
Some of the speakers are: Drs. Fred L. Adair, Rus- 
sell L. Cecil, James B. Costen, Harry S. Gradle, 
Arthur E. Hertzler, Roy R. Kracke, Karl A. Men- 
ninger, and Howard C. Naffziger. 


American Medical Association—Scientific 
Exhibit 

Application blanks are now available for space in 
the Scientific Exhibit at the St. Louis Session of 
the American Medical Association, May 15-19, 1939. 
Attention is called to the fact that the meeting is 
a month earlier than usual, and applications close 
January 5, 1939. Blanks will be sent on request to 
the Director, Scientific Exhibit, American Medical 
Association, 535 North Dearborn St., Chicago, III. 


The American Board of Ophthalmology announc- 
es an important change in its method of examina- 
tion of candidates for the Board’s certificate. 

Examinations will be divided into two parts. 
Candidates whose applications are accepted will 
be required to pass a WRITTEN examination which 
will be held simultaneously in various cities 
throughout the country approximately 60 days prior 
to the oral examination. 

The WRITTEN examination will include all of 
the subjects previously covered by the practical and 
oral examinations. 


ORAL examinations will be held at the time and 
place of the meeting of the American Medical As- 
sociation and of the American Academy of Oph- 
thalmology and Oto-Laryngology, and occasional- 
ly in connection with other important medical 
meetings. The ORAL examination will be on the 
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following subjects: External Diseases, Ophthalmo- 
scopy, Pathology, Refraction, Ocular Motility, 
Practical Surgery. 

Only those candidates who pass the written ex- 
amination and who have presented satisfactory 
case reports will be permitted to appear for the 
oral examination. 

Examinations scheduled for 1939: WRITTEN: 
March 15th and August 5th. ORAL: St. Louis, May 
15th; Chicago, October 6th. 

Applications for permission to take the written 
examination March 15th must be filed with the 
Secretary not later than February 15th. 

Application forms and detailed information 
should be secured at once from 

Dr. John Green, Secretary, 
6830 Waterman Ave., 
St. Louis, Mo. 


The Mississippi Valley Medical Society offers a 
cash prize of $100.00, a gold medal and a certifi- 
cate of award for the best unpublished essay on a 
subject of interest and practical value to the gen- 
eral practitioner of medicine. Entrants must be 
members of the American Medical Association. 
The winner will be invited to present his contribu- 
tion before the next annual meeting of the Missis- 
sippi Valley Medical Society at Burlington, Iowa, 
September 27, 28, 29, 1939, the Society reserving 
the exclusive right to first publish the essay in its 
official publication — the MISSISSIPPI VALLEY 
MEDICAL JOURNAL (INCORPORATING THE 
RADIOLOGIC REVIEW). All contributions MUST 
NOT exceed 5000 words, be typewritten in English 
in manuscript form, submitted in five copies, and 
must be received NOT later than May 1, 1939. Fur- 
ther details may be secured from 

Harold Swanberg, M. D., Secretary, 
Mississippi Valley Medical Society, 
209-224 W. C. U. Building, 

Quincy, Il. 





El Paso County 


The regular meeting of the El Paso County Medi- 
cal Society was held at the Hilton Hotel, Monday 
evening, November 28. Dinner was served at 7:00 
p.m.; the Scientific Meeting began at 8:00 p.m. 
The program was as follows: 

“Treatment of Stones of the Urinary Tract— 
Surgical and Non-Surgical.” By A. W. Multhauf, 
M. D. 

“Malignant Neutropenia with case report.” By 
Cc. D. Awe, M. D. 

This was the last Scientific Meeting for 1938. 


A regular Staff Meeting of the Hotel Dieu Sis- 
ters’ Hospital was held Tuesday, December 6, 1938, 
at 12:30 o’clock in the auditorium of the Nurses’ 
Home. Luncheon was served. Officers were elect- 
ed as follows: Dr. Russell Holt, President; Dr. C. 
E. Jumper, Vice-president; Dr. Louis Breck, Secre- 
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tary-Treasurer; Dr. Walter Stevenson, Chief of: 

Surgical Services; Dr. E. A. Duncan, Chief of Med- 

ical Services. The program was as follows: 
“Acute Suppression of Urine Following Operation 

on Gangrenous Appendix.” By Dr. C. E. Jumper. 
Discussion by Dr. Paul Gallagher. 


At the last regular Staff Meeting of Southwest- 
ern General Hospital, the following officers were 
elected: Dr. C. D. Awe, Chief of Staff; Dr. F. O. 
Barrett, Vice-chief of Staff; Dr. John L. Murphy, 
Secretary. On the Executive Committee are: Drs. 
J. J. Gorman, S. C. Goddwin and W. R. Curtis. On 
the Medical Records Committee are: Drs. F. O. 
Barrett, W. J. Pangman, and Russell Holt. 


The annual meeting of the El Paso County Med- 
ical Society for the election of officers was held at 
the Hilton Hotel, Monday evening, December 12, 
1938. Dinner was served at 7:00 p. m. The business 
session was at 8:00 p. m. The following officers 
were elected: Dr. James J. Gorman, President; Dr. 
Leslie M. Smith, President-elect for 1940; Dr. Or- 
ville E. Egbert, Vice-president; Dr. Jesson L. Stowe, 
Secretary-Treasurer; Dr. A. W. Multhauf, Libra- 
rian; Drs. Edwin J. Cummins, J. W. Cathcart, and 
James W. Laws, Nominating Committee; Drs. A. 
P. Black and J. T. Bennett, Milk Committee; Dr. 
George Turner, Board of Censors; Drs. Ralph Ho- 
man, and Paul Gallagher, Board of Managers 
SOUTHWESTERN MEDICINE; Dr. W. W. Waite, 
Economics Committee. 








COMMUNICATIONS 








Sir: 

It was decided by the McKinley County Medical 
Society, at our last meeting, that the coming New 
Mexico State session would be held one week before 
the AMA. This would, therefore, be May 11, 12 and 
13, 1939. 

As this is to be in Gallup, N. M., we would appre- 
ciate you publishing a notice of this meeting. 

Any other publicity or help that you can give us 
in this matter will be appreciated. 

Sincerely, 
Wa. DODD ANTHONY, M.D., 
Sec. & Treas., 
1st. State Bank Bidg., 
Gallup, N. M. 


Sir: 

The first American Congress on Obstetrics and 
Gynecology meets in Cleveland, on September 11- 
15, 1939. 

Whatever publicity you may find it possible to 
to give to the same will be greatly appreciated. 
Much interest in the forthcoming Congress has al- 
ready been manifested and a noteworthy gather- 
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ing will probably take place. Any further informa- 
tion desired will be available at the Central Office, 
650 Rush Street, Chicago, Illinois. 


For the Committee on Medical Publicity, 
Sincerely yours, 


GEO. W. KOSMAK M. D. 
Chairman. 
Sir: 

In addition to the articles enumerated in our 
letter of December 16, the following have been ac- 
cepted: 

Abbott Laboratories— 

Solution of Epinephrine Hydrochloride 1:1000, 
1 fluid ounce bottle. 

Solution of Epinephrine Hydrochloride 1:1000, 1 
cc. ampoule 

Thiamin Chloride-Abbott 

Tablets Thiamin Chloride-Abbott, 0.33 mg. 
Tablets Thiamin Chloride-Abbott, 1.0 mg. 
Tablets Thiamin Chloride-Abbott, 3.3 mg. 
Ampoules Thiamin Chloride-Abbott, 6.66 mg. 

Todeikon Emulsion Powder-Abbott. 

Ampoules Estrone, 0.5 mg. in Oil, 1 cc. 

Pentothal Sodium-Abbott 

Ampoules Pentothal 1.0 Gm. (15% grains), 
Buffered with Sodium Carbonate 0.6 Gm. 
Ampoules Pentothal 0.5 Gm. (7% grains), 
Buffered with Sodium Carbonate 0.3 Gm. 
Lederle Laboratories— 


Solution Epinephrine Hydrochloride 1:1000, 1 
fluid ounce bottle. 

Solution Epinephrine Hydrochloride 1:1000, 1 
cc. ampoule. 

Solution Epinephrine Hydrochloride 1:1000, 5 


cc. vial. 
Eli Lilly & Company— 
Tuberculin Ointment (Wolff) -Lilly. 
The Maltbie Chemical Co.— 
Ampuls Caffeine with Sodium Benzoate, 0.5 Gm. 
(7% grains), 2 cc. 

Ampuls Sodium Thiosulfate-Maltbie, 10 cc. 
The Upjohn Company— 

Hypodermic Tablets Strophanthin 1/200. 

Hypodermic Tablets Digitalin (0.00065 Gm.) 

1/100 grain 
U. S. Standard Products Co.— 

Solution Epinephrine Hydrochloride 1:1000, 1 

fluid ounce bottle 

Solution Epinephrine Hydrochloride 1:1000, 1 

cc. ampoule 
Yours sincerely, 
Paul Nicholas Leech, Secretary, 
COUNCIL ON PHARMACY AND 
CHEMISTRY 
Sir: 

The American Medical Association has a number 
of motion picture films for loan, among which are 
several on Physical Therapy. The borrower is ex- 
pected to pay the expenses both ways, and is ex- 
pected to be careful when running them. 
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It would be appreciated if you would place a no- 
tice in your State Journal to the effect that they 
may be had for the asking. 

Dr. Thomas G. Hull, Director, Scientfiic Exhibit, 
has charge of the distribution. 


Very truly yours, 
HOWARD A. CARTER, Sec. 
Council on Physical Therapy, 
American Medical Association. 


Ed.—Some of the films available are: 


Syphilis—A Motion Picture Clinic 


Sound. 35 mm., 9 reels; also 16 mm., 2 large reels, 1,600 ft. 
each. Running time, about 1% hours. 


Cancer—(Anti Cancer Film). 

Silent. 35 mm. 3 reels. Running time, about 45 minutes. 
Blood Circulation (Harvey Blood Film). 
Silent. 35 mm. 3 reels. Running time, about 45 minutes. 
Blood Transfusion. 


Silent. 16 mm., 1 large reel, 1,200 feet. 
45 minutes. 


Comparative Physiology of Labor. 
Silent. 16 mm., 4 reels, total about 1,400 feet. 
about 1 hour. 


Effects of Heat and Cold on the Circulation of 
the Blood. 

Silent. 16 mm., 1 reel, 300 feet. Running time, 12 minutes. 

Effects of Massage on Circulation of Blood. 

Silent. 16 mm., 1 reel, 200 feet. Running time, 8 minutes. 

Contraction of Arteries and Arterio-Venous An- 
astomoses. 

Silent. 16 mm., 1 reel, 250 feet. Running time, 10 minutes. 

Therapeutic Exercises for the Shoulder Joint 
Following Dislocation. 

Silent. 16 mm., 1 reel, 250 feet. Running time, 10 minutes. 

Treatment of Compression Fracture of the First 
Lumbar Vertebrae. 

Silent. 16 mm., 1 reel, 300 feet. 
minutes. 

Aids in Muscle Training. 

Silent. 16 mm., 1 reel, 300 feet. 
minutes. 

Underwater Therapy. 


Silent. 16 mm., 1 reel, 400 feet. 
minutes. 


Occupational Therapy. 


Running time, about 


Running time, 


Running time, about 12 


Running time, about 12 


Running time, about 16 


Silent. 16 mm., 1 reel, 300 feet. Running time, 12 minutes. 
Massage. 

Silent. 16 mm., 1 reel, 100 feet. Running time, 4 minutes. 
Motion pictures for the public: 

A New Day. 

Sound. 16 mm., 1 reel, 400 feet. Running time, about 12 


minutes. 

A dramatized film on the prevention and treat- 
ment of pneumonia. 

Prevention of Burns. 


Silent. 16 mm., % reel. Running time, about 7 minutes. 


A dramatized picture depicting the prevention of 
burns in children, with a short presentation of tan- 
nic acid treatment. 


Men of Medicine. 


16 mm., 1 reel, 800 feet. Running time, about 30 


minutes. 
THE MARCH OF TIME—produced by the Ed- 


itors of Time and Life, 369 Lexington Ave., New 
York City. 





Anatmoy of the heart will be shown by a Swiss 
firm on large scale models at the 1939 California 
World’s Fair. 
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“GROWING PAINS” MAY INDICATE 
RHEUMATIC FEVER 


So-called “growing pains,” far from being of 
slight importance to a child’s health, may indicate 
acute rheumatic fever, warns Paul A. White, M.D., 
Davenport, Iowa, in his article, “Acute Rheumatic 
Fever,” in the January issue of Hygeia, The Health 
Magazine. 


While the first attack of acute rheumatic fever 
is most frequently found between the ages of 3 and 
10, more than half the victims have subsequent 
attacks. Months or years may intervene between 
the recurrences. 


Factors most frequently associated as causes in- 
clude exposure to cold, debility from undernourish- 
ment or preceding illnesses, recurring colds, sore 
throats and infections of the upper respiratory pas- 
sage. 

Pains which should not be confused with rheu- 
matic fever affect the muscles of the legs and 
thighs or arms and not the joints. These pains 
occur more often at night and disappear in the 
morning. The child does not limp and may run his 
hand the full length of a limb in trying to locate 
the point of pain. 


Children with rheumatic fever, on the other 
hand, can usually point directly to the joint in- 
volved, which may be slightly swollen. They usual- 
ly limp, run a low grade fever, remain underweight, 
have a certain pallor and look undemourished. 


Among the symptoms of acute rheumatic fever 
which parents can recognize are fatigue, rapidity of 
pulse and night sweats. Reddish, rounded, slight- 
ly elevated areas on the skin, as well as nodules ap- 
pearing in or under the skin on the fingers, palms, 
neck, forehead, chest or cheeks, also may be symp- 
toms. Bluish spots on the legs and arms and nose- 
bleeds, occurring for no known reason, are further 
indications. 


A history of acute rheumatism in one’s family 
further heighten protective measures. If parents 
or near relatives have had this sickness or if other 
children in the family have had an attack, another 
child in the same family may have it. 

It has long been known that persons with this 
type of rheumatism are highly susceptible to heart 
damage. Unfortunately, while the effects of the 
disease on the joints may disappear so far as func- 
tion and usefulness are concerned, the heart near- 
ly always acquires some degree of permanent dam- 
age. 

The disease is more common in cooler regions of 
the country where the weather is changeable and 
wet than in warmer, drier sections. 





The Mayo Foundation of Medical Research will 
show the latest in plastic surgery in the Hall of 
Science at the 1939 Golden Gate International Ex- 
position. 


January, 1959 


Plans of the American Red Cross for prevention, 
relief, and control of disasters will be exhibited by 
that organization at the 1939 California World’s 
Fair on Treasure Island. 








BOOK NOTES 





DISEASES OF THE NOSE, THROAT AND EAR. By W. Wal- 
lace Morrison, M. D., Clinical Professor and Chief of Clinic, 
Department of Otolaryngology, New York Polyclinic Medical 
School and Hospital. 675 pages with 334 illustrations. W. B. 
Saunders Company, 1938. Cloth, $5.50 net. 


This book is principally of interest to the under- 
graduate medical student and the general practi- 
tioner. There is, however, much of interest to the 
specialist. Should the average general practitioner 
know thoroughly the contents of this book he would 
certainly be in an unusually favorable position to 
select treatment for his ear, nose and throat cases. 
It might be said that in such event he would know 
more about the field of ear, nose and throat than 
do many so-called specialists. 

Much new thought in this specialty field is 
brought to print in Morrison’s text. The use of 
oily nose drops in infants under two years of age 
is condemned. Little is said about the use of strong 
medication intranasally. Rather does the author 
take advantage of the newer research concerning 
the effect of various drugs on the ciliated mucosa 
of the nasal passages and the paranasal sinuses 
when he recommends medical treatment. The 
thought is developed that the ciliated membranes 
of the nose and sinuses constitute a first line of 
defense against colds and sinusitus. 

The book is well illustrated, principally with line 
drawings. There is much of value contained there- 
in for any physician. —S. 


DR. BRADLEY REMEMBERS. By Francis Brett Young. 

This book is an absorbing biographical novel 
dealing with medical science from the time of Pas- 
teur to the present. It is more than that: it is a 
psychological study of relations, of son to parents, 
father to son, husband to wife and doctor to con- 
freres and to their organizations, to patients, and 
most of all to medical science and to medical eco- 
nomics. 

An English, 75-year-old physician retires. After 
all arrangements are completed and he is in his 
easy-chair by the fire-side he “remembers.” He is 
a boy again with his uncultured, good-hearted 
father and his attractive, delicate, cultured mother 
—his home not entirely satisfying; through being 
hired to a “bone-setter” he acquires a taste for 
reading and for the healing art; the father is 
killed; none too long afterward the mother remar- 
ries. This is a terrible shock—that she could so 
soon forget his father. The “bone-setter” dies 
leaving him middling well-off. He is in medical 
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Cancer is often present in lesions that seem 
benign. Every lesion about which there is any 
question is under suspicion until malignancy is 


definitely disproved. 


Biopsy and competent pathological exam- 
ination are the only methods of early diagnosis 
of cancer. 


Early diagnosis, plus intensive and ration- 
al therapy still offer the cancer patient his 
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school intimate with a keen fellow student. Both 
are shocked at the terrible hospital stench and the 
high death rate. Lister’s ideas are everywhere 
discussed and “cussed”—one of the author’s inter- 
esting psychologic sallies. He takes his bride to 
the home he is now about to vacate. He acquires 
a large country practice through the “Friendly 
Societies” and other affiliations peculiar to Eng- 
lish medical life. His son is born; a still-born 
daughter comes soon after and in the difficult labor 
he is called from a scarlet fever case, to give the 
anesthetic; blood poison and death result. 

He falls in love the second time, tells his son of 
his plans, who “floors” him with his fist—deciding 
him not to remarry. He worships his son who re- 
luctantly and half-heartedly studies medicine. The 
son has terrible migraine attacks. The father gives 
him morphin in a terrible seizure. Before death— 
from an over-dose of the drug the father’s heart is 
sore and bleeding time after time because of the 
son’s morphin-addiction. His interest in his pa- 
.tients, who sometimes largely forsake him, and in 
scientific medicine succor his mind. the develop- 
ment of salvarsan and of many other medical ad- 
vancements are related. His boyhood friend—a 
true friend to him in many ways—becomes the 
great surgeon of London and does many won- 
drous things notably brain surgery after getting 
a stimulus for it from Harvey Cushing whom he 
met during the world war. Then comes Lloyd 
George with his schemes for medical care which 
the medical men generally and sternly opposed. 
Because he favored the plan he withdrew from the 
British Medical Association and was all but ostra- 
cized. Lloyd George carried his plan to fruition. 
At 75 he retired to the village of his youth to 
while away his last years with a sufficient compe- 
tence for those years—thanks—as read between 
the lines—to the Lloyd George -plan. 

The story is beautifully, grippingly, told in ex- 
cellent English. Physicians will learn of psychol- 
ogy and of medical economics from it and be en- 
tertained. Others will be entertained and should 
learn a little of the development of medical science 
and of medical economics and of psychology. 

—O. H. B. 


CANCER—ITS DIAGNOSIS AND TREATMENT. By Max Cut- 
ler, M. D., Associate in Surgery, Northwestern University Med- 
ical School; Chairman, Scientific Committee, Chicago Tumor 
Institute; Consultant, Tumor Clinic and Director, Cancer Re- 
search, United States Veteran Administration, Hines, Ilinois; 
and Franz Buschke, M. D., Assistant Roentgenologist, Chicago 
Tumor Iinstitute; Late Assistant, Roentgen Institute, Univer- 
sity of Zurich. Assisted by Simeon T. Cantrell, M. D., Director, 
Swedish Hospital, Seattle; Late Assistant, 
757 pages with 346 illustrations. 
Saunders Company, 1938. 


Tumor Institute, 
Chicago Tumor Institute. 
Philadelphia and London. W. B. 
Cloth, $10.00 net. 


A thorogoing treatise including much practical 
information on clinical symptoms, signs, diagnostic 
tests, differential diagnosis, and treatment of a 
disease that is becoming more and more in the 
minds of both physicians and laymen. It deals 
with all accepted standard methods of treatment, 
evaluating their results and comparing them with- 
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out bias. It is neither a book favoring surgery, 
nor one throwing the weight of its influence to- 
ward radiology. It does comprehensively discuss 
the treatment of malignant disease in all its stages, 
giving in many instances a choice of procedures, 
but all the while never leaving any impression that 
all malignancies can be treated in cook book fash- 
ion. The emphasis is repeated that each is an in- 
dividual problem, to be met and best dealt with 
by a cooperative study and action by clinician, sur- 
geon, and radiologist. 

The opening chapter on radiation therapy and 
its hazards is a concise and valuable one. It could 
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be read with profit by everyone using radium or 
x-rays in the treatment of disease. Highly tech- 
nical discussion is dispensed with and the remarks 
confined to those that will be useful and under- 
standable to all physicians, whatever their fields. 


This is one of the best books published on a sub- 
ject that is ever changing and may be altered be- 
yond recognition within, perhaps, a short time. It 
is a real assistance to every physician who sees 
patients. For the general practitioner who sees 
most often malignancies at their earliest it offers 
practical points and suggestions for early discovery 
and diagnosis. For the surgeon and radiologist, 
who have the responsibility of giving the cancer 
patient his best chance for eradication of his di- 
sease, it offers the impartial discussion of methods 
of treatment and a sane evaluation of their results 
based upon horse sense and a large clinical exper- 
ience. : —D. von B. 


MEDICINE IN MODERN SOCIETY. By David Riesman; 
Princeton, 1938. Princeton University Press. $2.50. 


This is a presentation of the facts of medicine 
which Professor Riesman thinks all educated per- 
sons should know. He contends that the history 
of medicine is in reality an epitome of the history 
of civilization and hence no man is truly cultured 
who is not cognizant of such facts. 

The most interesting chapter deals with the peaks 
of medical history. The peaks are such as, opium, 
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mercury, cinchona, revolution in anatomy, blood 
circulation, scurvy, digitalis, vaccination, anes- 
thesia, hypodermic syringe, germs, insects, anti- 
sepsis, antitoxins, x-ray, radium, chemotherapy, 
blood transfusion, insulin, liver therapy, allergy, 
endocrinology, psyschoanalysis, fever treatment, 
hormones, vitamins, viruses and instruments of 
precision. 

A few relatively short paragraphs are devoted to 
each of these “peaks” and interesting paragraphs 
they are. In treating the subject of scurvy he tells 
that when Jacques Cartier reached the coast of 
Africa, his sailors were nearly all ill with scurvy; 
the Indians made a decoction of herbs and leaves 
and cured his men; James Lind, a Scotchman, 
later found that orange and lemon juice is a spe- 
cific for scurvy. In dealing with vaccination he 
describes the inoculation against small pox first 
used by the Turks which consisted of actual trans- 
ference of the disease from one person to another; 
if the person survived he was immune. Some- 
times there were survivals. This method was used 
in America at the time of the revolutionary war. 
Then he tells of the milk-maid’s and Jenner’s ob- 
servations and the final result. 

There are fifteen chapters in the book discuss- 
ing such topics as medical progress, cancer, medical 
education, superstitions, medicine as a career, the 
family doctor, medical ethics, preventive medicine, 
the social outlook in medicine, etc. 
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A Protestant Christian home for the pro- 
tection and rehabilitation of the unmar- 
ried mother. Discipline is parental, and 
family atmosphere prevails. Nurses un- 
der ethical physicians’ directions main- 
tain standards for the protection of all 
in the institution. You are invited to 
examine our equipment to familiarize 
yourself with practices and routine. 
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This is a short history of medicine that physi- 
cians as well as laymen can read profitably and 
with much enjoyment. 

It is beautifully printed and bound and is on 
light paper so that it is excellent for bed-side read- 
ing.—O. H. B. 





SYNOPSIS OF CLINICAL LABORATORY METHODS. By W. 
E. BRAY, B. A., M. D. The C. V. Mosby Co., St. Louis, 1938. 
Price $4.50. 


The value of this little book is that it is brief. 
All methods are described briefly but adequately. 
It is very much up to date. Its size and “triple 
plated” cover make it very handy for quick refer- 
ence. No attempt is made to describe details. The 
author properly insists that laboratory findings 
be correlated with clinical history and examina- 
tion in arriving at a correct diagnosis. The first 
edition of this book was good but the second is 
better because it is brought in tune with recent 
developments that have been proved worthy. The 
chaff is very well sifted out.—D. von B. 





DOCTORS, I SALUTE! By Emilie Conklin, Pp. 92, Fabri- 
koid, Price $1.50. Winona Lake, Indiana, Light and Life Press, 
38. 


Emilie Conklin’s collection of poems, dedicated 
to the medical and nursing professions, contains 
seventy-two verses describing many phases and 
incidents connected with the lives of these people. 
You will find this book sad, light, studious and 
funny in turns; no set syle of verse is used, but an 
interesting variety. Among the poems listed are: 
“The Doctor’s Prayer,” “Special Nurse,” “Servac- 
rejuvination,” “Lines to a Laboratory Sheep’” and 
“To a Great Physician.” This book of Mrs. Conk- 
lin’s is unique in that it is the only collection of 
poems dedicated to the healing professions. Inter- 
esting notes are given on the lives of Country 
Doctors and City Specialists; some quite humorous. 
Mrs. Conklin’s writing shows much experience as 
@ medical social worker. Several of her poems have 
been published in various Eastern newspapers at 
different times. It is felt that this book is one 
that could be enjoyed by anyone.—M. E. R. 





HEALTH INSURANCE WITH MEDICAL CARE. The British 
Experience. By Douglas W. Orr, M. D., and Jean Walker Orr. 
The MacMillan Company, New York, 1938. 


Nothwithstanding the youth of Doctor Orr and 
social-work training of Mrs. Orr and hence their 
likely-leaning toward so-called humanitarian 
schemes, and further notwithstanding that the in- 
vestigation was financed and inaugurated by per- 
sons in the employ of “Foundations” and “Settle- 
ments,” the reader must be convinced that the 
English system of medical care is “working” re- 
markably well. The authors went to England 
“with no preconceived notions,” says Helen Hall 
of the Henry Street Settlement, New York, and 
chairman of the National Federation of Settle- 
ments; at any rate they centainly went at their 
job with enthusiasm and energy and gathered a 
multitude of facts. 
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They interviewed laborers, doctors, and individ- 
uals in all walks and stations of life and found 
that almost uniformly all are agreed that the 
health insurance provided by David Lloyd George 
in 1911 has been most satisfactory to all con- 
cerned. The one great fault with it seems to be 
that it does not go far enough. It is now planned 
to afford protection to the dependents of the in- 
sured workers and to supply consultant dentai and 
laboratory services for all. 


In the beginning the medical profession was al- 
most unanimously opposed to the plan but shortly 
they were won over and now they are enthusiastic 
over it. There are those of course who think that 
the system affords mainly symptomatic treatment 
—‘“a bottle with a smile,” that panel patients do 
not have the same consideration that private pa- 
tients have and that many physicians have too 
many patients either private or panel. These crit- 
icisms, however, are rare and are smothered in an 
avalanche of complimentary statements. On page 
86 we read: “It is universally believed, however, 
that more sick persons are being seen by doctors 
than ever before, that they seek medical aid ear- 
lier, and that general practitioners refer more pa- 
tients—both panel and private to hospitals than 
ever before, because of the value of modern hos- 
pital care, the increased scope of surgery, and the 
progressive complexity of diagnosis apparatus.” On 
page 207 The British Medica] Association is quoted 
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as saying “the evidence as to the incidence of sick- 
ness benefit does point to the fact that the Scheme 
itself has almost certainly reduced national sick- 
ness, and we are quite sure that if the immense 
gain to national health includes the immense gain 
to the comfort of the individual in knowing that 
he can have medical attention whenever he needs 
it, the gain is most marked .... ” 


Many of the American conceptions of how the 
British System works are certainly misconceptions, 
according to the Orrs; and their evidence seems in- 
controvertible. American physicans then have 
said too much derogatory about the British exper- 
ience with health insurance and medical care. At 
any rate such is my impression after having read 
this book. Although I cannot conclude that the 
system which has succeeded in England will neces- 
sarily succeed in America it is interesting to read 
of a great experiment. 


On account of the agitation now going on in 
this country for a change in the form of medical 
practice for a considerable rercent of the popula- 
tion it is important that physicians keep them- 
selves informed on what is being done in other 
nations on this line. 


The Orrs write plainly and to the point and 
above all interestingly. Physicians generally should 
know what they say. 


The work of the publishers is superb.—O. H. B. 
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—tThis latest achievement by Keleket 
ideally fulfills the modern requirements 
for bedside work, as a full range auxiliary 
unit in the main laboratory, or as a mobile 
X-Ray apparatus in the Emergency Re- 
ceiving Room. 


Its shockproof head may be positioned in 
actual contact with patient if necessary, 
permitting radiography at the most dif- 
ficult angles. 


Its extreme lightness in weight, due to 
ingenious elimination of heavy. counter- 
weights assures greater ease in handling. 
Your inspection of this modern, depend- 
able and high capacity unit is invited— 
Call or write your Authorized Keleket 
Agents. 


Southwestern 
Surgical Supply Co. 


EL PASO, TEXAS PHOENIX, ARIZONA 
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EXPLOITATION OF THE MEDICAL 
PROFESSION 


EVERYWHERE it is rampant—newspapers, mag- 

azines, billboards, radio. “Your doctor will tell you 
t...” “Medical science has found that . 

“The ‘greatest specialists in Timbuctoo say that . 
And the rest of the story is, of course, “Use our 
pills or our vitamins three times a day; ask your 
doctor.” 

You are forced to compete with those who offer 
your patients free advice regarding medical treat- 
ment. You deliver Mrs. Blank’s baby today, and 
tomorrow she will receive by mail samples of baby 
foods with complete directions how to use them. 
Indeed, some physician representing a commercial 
organization and knowing that the case is in your 
hands may address a personal letter to your val 
tient offering his services free. 

It has been said that ten more years of the pres- 
ent trend of interference in medical practice will 
do away with the need for private practice of in- 
fant feeding and other branches of medicine. 


Mead Johnson & Company have always believed 
that the feeding and care of babies and growing 
children is an individual problem that can best be 
controlled by the individual physician. For over 
twenty years and in dozens of ethical ways we 
have given practical effect to this creed. We hold 
the interest of the medical profession higher than 
our own, for we too, no doubt, could sell more of 
our products were we to advertise them directly to 
the public. 

So long as medical men tacitly encourage the 
present trend, so long will serious inroads continue 
to be made into private medical practice. When 
more physicians specify MEAD’S Products when in- 
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dicated, more babies will be fed by physicians, be- 
cause Mead Johnson & Company earnestly cooper- 
ate with the medical profession along strictly ethi- 
cal lines and never exploit the medical profession. 





A series of medical lectures will be given by out- 
standing physicians, chemists and research work- 
ers in the Hall of Science at the 1939 Golden Gate 
International Exposition. 








Trained nurse, stenographer, middle aged, de- 
sires position as office nurse, industrial, P. H., or 
would locate in community needing nurse or man- 
age small sanitarium. Expert with children and 
infants. Ref. Box S, Med. J. 
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